




• <I 



Supplement to] 


[October ii, 19ii. 


THE 

CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL 
REPORTER, CLINICAL CHRONICLE AND CLINICAL REVIEW 

A WEEKLY RECORD OF CLINICAL MEDICINE AND 
SURGERY ; WITH THEIR SPECIAL BRANCHES 


IN TWO VOLUMES ANNUALLY 

VOL. XXXVIII. 

APRIL 12, 191 1 - OCTOBER 4 , 1 9 1 1. 

NIITETEENTH YEAR. 



THE MEDICAL PUBLISHING COM I-ANY, LIMITED. 
23 BARTHOLOMEW CLOSE, LONDON, E.C. 


MCMXI. 





Supplement to the Clinical Journal, October II, IQII. 


ADLARD AND 80N 



LONDON AND DORKING 









Supplement to The Clinical Journal.] 


LIST OF CONTRIBUTORS. 


[Oct. 11,1911. Hi 


LIST OF CONTRIBUTORS. 


PAGE 

Allchin, Sir W. H., M.D., F.R.C.P., F.R.S.E. Some Remarks on Recent Developments in 

Methods of Diagnosis ... ... ... 65 

Berkeley, Comyns, M.A., M.D., F.R.C.P. Fibroids of the Uterus and their Complications ... 70 

Bidwell, Leonard A., F.R.C.S. Investigation into the,Effect of Pituitary Extract on the Bowels 

after Abdominal Operations ... ... ... ... 351 

Blacker, George, M.D., F.R.C.S., F.R.C.P. Hydatidiform Mole ... ... ... ... 353 

Blumfeld, J., M.D. Lecture on Anaesthetics in Abdominal Operations ... ... ... ... 220 

Bolton, Charles, M.D., D.Sc., F.R.C.P. Lecture on the Diagnosis of the Causes of Chronic 

Muscular Insufficiency of the Stomach ... 305 

Bunch, J. L., D.Sc., M.D., M.R.C.P. Lupus Erythematosus and its Treatment ... ... 395 

Buxton, Dudley, M.D., B.S., M.R.C.P. Lecture on Methods of producing Anaesthesia by the 

Combined Use of Alkaloidal Substances and 
General Anaesthetics ... ... ... ... 145 

Carr, J. Walter, M.D., F.R.C.P. Lecture on Mixed Morbid Conditions in the Chest ... 5 

Chapple, Harold, M.A , M.B., B.C., B.Sc., F.R.C.S. A Study of the Life-histories of Fifty 

Cases of Chronic Intestinal Stasis treated by short- 
circuiting or Colectomy ... ... 102, 121, 139, 154, 174 

Clarke, J. Jackson, M.B., F.R.C.S. Lecture on the Treatment of Some Fractures ... ... 2T4 

Clarke, W. Bruce. Paths of Infection of the Urinary Tract ... ... ... ... 177,205 

Corner, Edred M., M.A., M.B., B.C., F.R.C.S. A Case of Carcinoma of the Rectum ... 38 

,, „ ,, Cases of Ventral Hernia and Arthritis of the 

Knee ... ... ... ... ... 152 

Curtis, Henry, B.S., F.R.C.S. Remarks on ihe Clinical History and Treatment of the Less 

Obvious Types of Gummata, with Records of Eight Cases 22, 40 

Dunn, Percy, F.R.C.S. Lecture on the Tragedies of Ocular Disease ... ... ... 358 

Edmunds, Arthur, M.B., M.S., F.R.C.S. Lecture on the Surgical Treatment of 'Tumours of 

the Breast ... ... ... ... 170 

Edwards, F. Swinford, F.R.C.S. Aphorisms and Hints in the Diagnosis and Treatment of 

Rectal Disease ... ... ... ... ... ... 134 

Fitzwilliams, Duncan, C. L., Ch.M., F.R.C.S. The Acute, the Simple, and the Tuberculous 

Enlargement of Glands ... ... ... 326 

Flemming, Percy, F.R.C.S. Medical Cases in Ophthalmology. . 85 

Fox, R. Fortescue, M.D., M.R.C.P. Medical Hydrology in Relation to the Treatment of 

Nervous Disorders ... .. ... ... 411 

French, Herbert, M.A., M.I)., F.R.C.P. Lecture upon the Vaso motor Factor in the Causation 

and Treatment of High Blood-pressure ... ... 193 

Grunbaum, O. F. F., M.D., F.R.C.P, Clinical Lecture on a Physician’s Experience of Sal- 

varsan ... ... ... ... ... ... ... 321 

Hastings, Somerville, M.S., F.R.C.S. Lecture on Antral Suppuration, Acute and Chronic ... 225 

Hutchison, Robert, M.D., F.R.C.P. Clinical Lecture on Insomnia ... ... ... 273 

>> m Some Common Affections of the Genito Urinary System 

in Childhood ... ... ... ... . . 209 

» „ Treatment of Colitis ... ... .. ... ... 53 

Langmead, Frederick, M.I)., M.R.C.P. Tetany and Dilatation of the Colon . ... ... 262 

Lister, T. D., M.D.,- F.R.C.S. Clinical Lecture on Acute Bronchial Affections in Young Children 12 

• * «* f 



iv Supplement to The Clinioal Journal.] LIST OF CONTRIBUTORS. 


[Oct. 11 , 1911 . 


f . PAGE 

Lockwood, C. B., F.R.C.S. Lecture on the Clinical Effects of Extravasations of Blood ... ... 401 

McCann, F. J.j M.D., C.M., F.R.C.S. Lecture on the Treatment of Puerperal Infection 129 

Mackintosh, J. S., M.D., M.R.CS., L.R.C.P. The Racial Evolution of the British People: 

its Importance in Pathology and Therapeutics 280 

Macnaughton-Jones, H., M.D., M.Ch., M.A.O., F.R.C.S.I.,. and Ed. -The Appendix, its 

Relation to the Causation and Surgical Treatment of Affections of 


the Adnexa ... ... ... ... ... ... ... 246 

Morison, Rutherford, F.R.C.S. Clinical Lecture on Abdominal Emergencies : Intra-Peritoneal 

Haemorrhage ... ... ... ... ... ... 182 

Mummery, P. Lockhart, F.R.C.S., B.C., M.B. The Surgical Treatment of Colitis and its 

Indicates ... ... ... ... . 56 

Pernet, George, M.D. Clinical Lecture^on Pruritus ..} ... ... ... ... 118 

Power, D’Arcy, F.R.C.S. The Influence of Syphilis on Tuberculous Infections of the Human 

Body .333 

Poynton, F. J., M.D., F.R.C.P. Lecture upon some Abdominal Emergencies from the Stand¬ 
point of a Physician ... ... ... ... ... ... 337 

Pritchard, Eric, M.A., M.D., M.R.C.P. Rickets: Its Cause and Treatment ... ... ... 364 

„ ,, The Rational Treatment of some Common Sym¬ 
ptoms occurring in Infancy ... ... ... 161 

Raw, Nathan, M.D., M.R'C.P. The Influence of Diabetes and Gout on the Tuberculous 

Infections of the Human Body ... ... ... ... 318 

Rigby, Hugh M., M.S., F.R.C.S. Clinical Lecture on Intestinal Fistula ... ... ... 289 

Robson, A. W. Mayo, F.R.C.S. On the Surgical Treatment of Certain Forms of Obstructive 

Jaundice * ... ... ... ... ... 113 

Roughton, E. W., F.R.C.S. Fourteen Consecutive Successful Laparotomies for Acute Intus¬ 
susception in Infants ... ... ... ... ... ... 232 

Routh, Amand, M.D., F.R.C.P. Clinical Lecture on Metrorrhagia ... ... ... ... 374 

Rowlands, R. P., M.S., F.R.C.S. Operations for Pott’s and Dupuytren’s Fractures ... 60 

Scott, Sydney, M.S., F.R.C.S. Lecture on Points of Otological Interest in Connection with 

Injuries to the Head ... ... ... ... ... ... 380 

Sherren, James, F.R.C.S. A Lecture on Abdominal Emergencies, their Treatment and Pre¬ 
vention ... ... ... ... . . ... . ... 345 

Smith, F. J., M.D., F.R.C.P. Lecture on the Treatment of Nephritis ... ... ... 17 

Stevens, T. G., M.D. Lecture on Eclampsia ... ... ... ... ... 389 

Taylor, James, M.D., F.R.C.P. Some Ocular and Visual Conditions in Medical Cases 81 

Tilley, Herbert, B.S., F.R.C S. Lecture on Sore Throat... ... ... ... ... ... 241 

Turner, G. R., F.R.C.S. Some Cases of Anterior Gastro jejunostomy ... ... 257 

Voelcker, A. F., M.D. The Limitations to the Successful Employment of Salicylates in Rheu¬ 
matic Affections ... ... ... ... ... ... ... ... 297 

Waring, H. J., M.S., M.B., B.Sc., F.R.C.S. Clinical Lecture on Cervical Ribs ... ... ... 369 

,, ,, „ Clinical Lecture on Gangrenous Cholecystitis ... 33 

Webb, J. Curtis, M.B., B.C. The Present Position of the Treatment of Uterine Fibromyomata 

by X rays, with Details of Bordier’s Technique ... ... ... 187 

West, Samuel, M.D , F.R.C.P. A Case of Acute Suffocative Catarrh of Pneumococcal Origin 

and Fatal (Pneumococcal Bronchitis); and Pneumococcal 
Bronchitis (Unilateral) of Long Duration and not Fatal ... 1 

„ „ In the Wards of St. Bartholomew’s Hospital ... ... 385 

Wethered, Frank J, M.D., F.R.C.P. Asthma ... ... ... ... ... ... 405 

White, W. Hale. The Principles of the Treatment of Colitis ... ... ... 49 ’ 

Wynter, W. Essex, M.D., F.R.C.P., F.R.C.S. Medical Treatment of Gastric Ulcer ... 97 




THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER. 
CLINICAL CHRONICLE, AND CLINICAL REVIEW. 


No. 963. WEDNESDAY, APRIL 12, 1911. Vol. XXXVIII. No. 1. 


CONTENTS. 

r«tn 

*A Case of Acute Suffocative Catarrh 
of Pneumococcal Origin. By Samuel 

West, M.D., F.R.C.P. i 

* A Lecture on Mixed Morbid Condi¬ 
tions in the Chest. By Walter J. 

Carr, M.D., F.R.C.P. 5 

*A Clinical Lecture on some Acute 
Bronchial Affections in Young Chil¬ 
dren. By T. I). Lister, M.D., F.R.C.S. 12 


• Specially reported for the Clinical Journal. Revised 
by the Author. 

ALL RfiSKRf’fil). 


NOTICE. 

Editorial correspondence, books for review , cr'c., 
should be addressed to the Editor , 36, Weymouth 
Street , W.; Telephone No., 904 Paddington ; but 
all business communicaiiotis should be addressed to 
the Publishers , 23, Bartholomew Close, London , 
E.C.; Telephone, 927 Holborn. 

All inquiries respecting Advertisements should be 
sent to Mkssrs. Adlard & Son, Bartholomew 
Close, E.C. Telephone , 927 Holborn. 

Terms of Subscription , including postage, payable 
by cheque , postal or bankers order (in advance) : for 
the United Kingdom , 15 s. 6 d. per annum ; Abroad , 

1 7 s. 6 d. 

Cheques, &*c., should be made payable to The 
Proprietors of The Clinical Journal, crossed 
" The London, City, and Midland Bank, Ltd., 
Newgate Street Branch, E.C. Account of the 
Medical Publishing Company , Ltd.” 

Reading Cases to hold Twenty-six Numbers of 
The Clinical Journal can be supplied at 2s. 3 d. 
each, or will be fonvarded post free on receipt of 
2s. 6 d.; and also Cases for Binding Volumes at is. 
each, or post free on receipt of is. 3 d. from the 
Publishers, 23, Bartholomew Close , London, E.C. 


A CA8E OF ACUTE SUFFOCATIVE 
CATARRH OF PNEUMOCOCCAL ORIGIN 
AND FATAL (PNEUMOCOCCAL BRON¬ 
CHITIS). A SECOND CASE OF PNEUMO¬ 
COCCAL BRONCHITIS (UNILATERAL) 
OF LONG DURATION AND NOT FATAL, 
WITH OTHER ANALOGOUS CASES AND 
REMARKS.* 

By SAMUEL WEST, M.D., F.R.C.P., 

Physician to St. Bartholomew’s Hospital. 


Henry W —, ret. 31 years, a carman, was brought 
into the hospital on November 18th, 1910, with 
great dyspnoea. He was deeply cyanosed and very 
gravely ill^ 

He had been in his usual health until November 
14th, four days previously, and then rather suddenly 
developed cough with abundant expectoration, 
which he said had a peculiar bluish colour. 

Though ill he continued at work until the 17th 
(three days), when he had some shivering and 
went to bed. That night he became delirious, 
and the next morning was brought to the hospital 
and admitted. 

He always considered himself strong and active, 
but he had pneumonia at the age of seventeen and 
an attack of bronchitis at twenty-four, for which he 
was a patient in the Chest Hospital. Eighteen 
months a^o he was in St. Bartholomew’s Hospital 
(Mark Ward) with another attack of bronchitis, 
from which he completely recovered. He remained 
well till the present illness, and was not considered 
between the attacks to have any weakness of the 
chest. 

He was a well-developed man, and his general 
condition bore out his statement that he was usually 
in good health. 

On admission the patient was deeply cyanosed 
and suffering considerable dyspnoea. The tempera¬ 
ture was 102 0 F., and rose that evening to 103° K. 

* Delivered before the Medical Society of London. 
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The respirations varied between 36 and 48. Pulse 
was 144. 

Physical examination revealed nothing except . 
the signs of general bronchitis. The heart seemed ! 
sound, and there was no evidence of dilatation. 
The arteries were normal. 'The urine contained 
no albumen. i 

The chief feature of the case was the profuse j 
expectoration. This amounted to several ounces 
(twelve to fifteen) in the twenty-four hours. | 
Though frothy in parts the sputum was not simply ! 
bronchitic, for it consisted in the main of muco¬ 
purulent matter, of a greenish colour, and viscid, 
but containing no blood. 

It was proved to contain large numbers of pneu¬ 
mococci, and on cultivation yielded an almost pure ! 
culture of pneumococci. I 

The patient was desperately ill, and seemed * 
likely to die of suffocation. 

Oxygen was at once administered, stimulants 
given in the form of brandy, citrate of caffein I 
and strychnia and counter-irritation applied to 

the chest by hot applications and spirits of 1 

camphor. 

The night was a bad one, but the next day the 
patient seemed better, the temperature being a 
degree or so lower, the respirations having fallen to 
40 36, and the pulse to 116 -120. 

The case was diagnosed as one of acute suffoca¬ 
tive catarrh of the adult, of pneumococcal origin. 
The physical signs and sputum remained the same 
for the next few days, the temperature gradually 
falling until, on November 21st, it reached the 
normal ; the expectoration diminished somewhat, 
but was still very abundant and of the same 
characters, while the respiration-rate was about 44. 

On November 23rd the cyanosis became worse, 
and the dyspnau was so severe that venesection 
was performed to the extent of 14 oz. 'This gave 
great relief, but did not re luce the respiration rate. 

'l en cc. of A fetch's pneumococcic scrum was now 
injected. It seemed to be without effect for good 
or ill. 

From November 23rd to 26th the' patient 
seemed to hold his own, but on the 26th the pulse 
rose to 120 130, and the respirations to 48-52. 

'The cyanosis and dyspmea increased, and the 
temperature showed marked daily fluctuations, 
dropping sometimes to 97 F., but not rising above 

99 ’) 1 ‘- 
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The patient’s strength gradually failed, and on 
December 1st he died of exhaustion and suffoca¬ 
tion, having been ill just fourteen days. 

The case was diagnosed as acute suffocative 
bronchitis of pneumococcal origin, or, as it may be 
better described, acute pneumococcal bronchitis. 

I recorded an exactly similar case to this, except 
that it recovered, in the 4 Proceedings of the Royal 
Society of Medicine ’ of 1908, but in that case the 
germ discovered in the sputum was of an indefinite 
character, resembling the diphtheria bacillus. 

For the complete and careful pathological report 
I am indebted to Dr. Gow. 

Post-mortem Examination . 

The lungs were bulky and emphysematous. 
The right lung weighed thirty-five ounces and the left 
thirty-two ounces. The whole lung-tissue was 
acutely congested. No pleurisy or pneumonia seen 
anywhere. The greater part of the left upper lobe 
was in a state of haemorrhagic infarction of recent 
origin, a similar change being present in both bases, 
but in smaller areas. The bronchi were thickened, 
somewhat dilated, and were full of thick pus, which 
could be squeezed out of quite small tubes on 
section. 

The heart weighed fourteen and a half ounces. 
Pericardium normal, the right auricle and ven¬ 
tricle dilated, and the muscle of both chambers 
thickened. The tricuspid valve was stretched, ad¬ 
mitting four gloved fingers. The cusps were net 
thickened ; other valves natural ; myocardium of 
left ventricle normal. 

The liver, the spleen and kidneys were congested, 
and so also were the meningeal vessels. 

Histological Examination of the Lung. 

The alveolar walls were stretched and thin, espe¬ 
cially in the area of the haemorrhagic infarct. There 
was no microscopical evidence of pneumonia or of 
tuberculosis. ’The alveoli contain a small amount 
of granular exudate, largely not fibrin, but probably 
albuminous, and there was very little desquama¬ 
tion of the alveolar epithelium. The chief changes 
were found in the bronchi. The small bronchi - 
tho-e devoid of cartilage -were in a condition of 
acute and severe bronchitis. Their lumen was 
blocked with desquamated epithelium and poly¬ 
morphonuclear leucocytes. Their walls showed 
marked inflammatory infiltration, composed mainly 
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of small round mononuclear cells -the polvmor- 
phonuclears being comparatively few in number. 

In the large bronchi the epithelium was less 
extensively shed, but even here the lumen was 
blocked by polymorphonuclear and epithelial cells 
and granular exudate. There was intense inflam¬ 
mation of the bronchial wall and mucous glands, 
but here, again, the infiltration was composed of 
small round-cells, in contrast with the polymorph o- 
nuclears seen in the lumen. There was great 
hyperplasia of lymphoid tissue around the bronchi 
and vessels. The pleura showed no thickening, nor 
was there any lymphoid increase beneath it. 

Bacteriological Examination . 

Bronchial contents. —Films showed Gram-positive 
diplococci, capsulated and with pointed ends, indis¬ 
tinguishable, morphologically, from the pneumo 
coccus. No other organisms seen. Culture gave 
a pure culture of pneumococcus. 

The same result was obtained during life from 
examination of the sputum. 

Heart's blood. —No organisms were seen in films, 
nor was any growth obtained. 

Meningeal exudate .—Films and cultures nega- 1 
tive. 

Besides the presence of luemorrhagic infarcts of 
recent date, and the absence of pneumonic con¬ 
solidation, the post-mortem examination revealed 
nothing except severe general bronchitis, of pecu¬ 
liar character, in that the secretion was less mucous, 
and consisted of albuminous, non-fibrinous exuda 
tion, in which polymorphonuclear cells abounded, 
and which gave a pure culture of pneumococcus. 

The pathological report thus confirmed entirely 
the clinical conclusions. 

The following is a somewhat similar case, but 
of much longer duration and less severe intensity, 
and not fatal. 

Bridget N—, ret. 55 years, was admitted into 
St. Bartholomew’s Hospital complaining of pain 
in the right side and spitting of blood. 

She had been in her normal good health until 
November 10th, when she was seized suddenly in 
the night with pain in the right side. Shortly 
afterwards she spat up blood frequently, but never 
more than a teaspoonful at a time. She kept at 
rest for a few days, and getting no better sent for 
a doctor, who diagnosed “ bronchitis and gastric 
ulcer.” 


After ten days’ illness at home she came to the 
hospital, and was admitted on November 20th. 

She was very weak and ill, and was carried into 
the ward, the temperature 98° F., respirations 32, 
pulse 88. She was rather dusky, and had obvious 
dyspncea. The tongue was thickly coated. The 
urine contained no albumen, and the knee-jerks 
were brisk. 

Over the whole right side rhonchus and sibi 1 us 
were present, with a good deal of medium-sized 
crepitation, which in the mid axillary and mammary 
region, where she located her pain, might have 
been pleuritic. 

The sputum was frothy, muco purulent, and 
blood-stained, unlike ordinary bronchitis in being 
so viscid, and of a greenish colour; the blood was 
present in some parts only of the sputum, where 
it was rusty red, and uniformly distributed like 
pneumonic sputum, but not in small pellets. 

The sputum was neither typically bronchitic 
nor typically pneumonic in character. The total 
amount expectorated was considerable—several 
ounces in the twenty-four hours. 

The patient was obviously very ill, yet the general 
condition and temperature was not like that of 
pneumonia, nor were the signs those of ordinary 
bronchitis, for though the signs of bronchitis were 
present over the whole right lung, they were absent 
from the left lung except for some crepitation at 
the base behind. 

On December 1st films of the sputum were 
stained and showed numerous pneumococci, and 
a few staphylococci and streptococci. 

Subsequent examination showed the presence 
almost exclusively of pneumococci. 

On December 2nd the percussion-note was 
impaired over the whole right side, though there 
was no absolute dulness anywhere. The areas 
of dulness varied from day to day, and the 
conclusion arrived at was that there were some 
disseminated patches of consolidation of the 
broncho-pneumonic type with transient and varying 
collapse of the intervening parts. 

The temperature remained high and the con¬ 
dition did not improve, and on December 16th 
ten million dead pneumococci were injected sub¬ 
cutaneously, but seemed to have no effect for 
good or bad. A second injection of thirty million 
was made three days later, without obvious effect. 

The expectoration continued profuse and of 



4 The Clinical Journal.] 


DR. WEST. 


[April 12, 1911. 


much the same character except that less of it and 
subsequently more of it was rusty. 

The general condition was very indefinite, 
the features being the continued bronchitis on 
the right side with a little at the left base, the 
continued fever, and the copious and peculiar 
sputum. 

The dyspnoea and cyanosis were considerable, 
and at one time life seemed in actual danger from 
suffocation. The general condition varied in 
relation with the temperature. This gradually 
rose after admission till it reached ioo*8°F. on 
the 22nd, and it continued round about ioi°F., 
sometimes higher and sometimes lower, till 
December 6th, seventeen days after admission. 
Then it took a lower mean, but did not touch 
normal till December 28th. It remained unsteady 
till December 31st, after which it became sub¬ 
normal and convalescence began. 

The respiration-rate throughout was 24-32 and 
the pulse-rate about 90. 

The sputum, when examined bacteriologically, 
showed practically nothing but pneumococci. 

The case was one of pneumococcal bronchitis, 
limited to the right lung, with small secondary 
scattered patches of consolidation in various parts. 
The illness was grave and lasted about six weeks, 
during the early part of which, though the fever 
was not high, the patient was very gravely ill, and 
in considerable danger. 

It was quite an unusual case clinically, and 
belongs to the same category as the preceding 
case, from which it differed in being not general, 
nor so acute, but of much longer duration. 

A somewhat similar case to this has recently 
come under my observation after severe measles. 

A young lady, aet. 18 years, had a sharp attack 
of measles, the rash being of a dark purple colour, 
though not actually haemorrhagic. Two or three 
days after the rash appeared the temperature rose 
again and acute bronchitis set in. Clinically it 
appeared to be a case of secondary pneumonia, 
but no definite physical signs of consolidation 
could be found. The expectoration was profuse, 
and was in parts rusty. The bronchitis was 
extreme; the patient became rapidly cyanosed, 
suffered greatly from dyspnoea ; she quickly passed 
into a hopeless state, but owing to her youth and 
vigour life was prolonged many hours after all 


; hope was given up. The sputum was not exa- 
| mined bacteriologically. 

i 

| An almost identical case, except that it was of 
spontaneous origin like an ordinary pneumonia, 
occurred in a man, set. 45 years, the subject of 
i chronic phthisis. In him no definite signs of 
consolidation could be made out, but from the 
commencement the general signs of bronchitis 
predominated, though clinically it was obviously a 
case of pneumonia. 

The association of bronchitis with pneumonia is 
j always serious, but the gravity depends upon the 
| relation between them. Pneumonia occurring in 
! the course of an ordinary bronchitis is an awkward 
j complication of pneumonia, but not necessarily 
j fatal. If, however, the signs of bronchitis develop 
I in the course of a pneumonia the result is almost 
invariably fatal. The meaning of the bronchitis in 
I the two cases is different. In the first it is merely 
an association of two independent diseases. In 
I the second the bronchitis is a sign of pulmonary 
j failure, the result of the strain thrown on the lungs 
| by the pneumonia; the lungs having done all they 
| could to cope with the pneumonia, but failed, the 
j signs of the failure being those of bronchitis. This 
i is sometimes called secondary congestion of the 
I lung. 

I But the congestion of the lung may be primary. 

| It may be coincident with the onset of pneumonia, 

I and produce very grave symptoms. It may even 
be associated with haemoptysis, which is sometimes 
1 considerable. Yet as the consolidation develops 
| in some parts of the lungs, the primary general 
| congestion may subside and the physical signs 
| gradually limit themselves to those of ordinary 
| consolidation. 

| This may be compared to the widespread initial 
I swelling which occurs in the subcutaneous tissue 
I precedent to the development of a boil, and which 
rapidly disappears as soon as the infection localises 
itself. 

If, when the pneumonia localises itself, this 
general congestion still continues, it constitutes a 
j very grave complication. This general congestion, 
j bronchial as well as pulmonary, may also exist in- 
1 dependently of any, or of anything but slight, con- 
! solidation. It is then, as these cases show, a 
condition of the greatest gravity. 
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The case with which I introduced this paper as 
well as that brought before the Section in 1908 
were instances in the adult- of Laennec’s acute ' 
suffocative catarrh. In the earlier case I sug¬ 
gested that this affection was really an acute 
bacterial infection. The second case now re¬ 
corded confirms this view, and the infective 
organism is the pneumococcus, as is also the j 
fact in the next case described. These cases 
might, then, be more accurately described as acute 
pneumococcal bronchitis, but, of course, it does I 
not follow that in all the cases of acute suffocative j 
catarrh the infective organism will prove to be the 
pneumococcus, though probably this will turn out 
to be the most common. 

So far we seem justified in holding that pneumo¬ 
coccal infection of the lung may present itself in j 
different forms : either as massive consolidation— 
the usual form in the adult; or as multiple disse- i 
minated patches—a common form in children 
(primary broncho pneumonia); and lastly, as these I 
cases show, as a general bilateral or even unilateral 
bronchitis. 

If this be so it is obvious that we must greatly I 
widen our conception of the pneumococcal infec¬ 
tions of the lungs. 

April io/ 7 /, 1911. 


“Epinine” —Since the introduction into thera¬ 
peutics of the active principle of the supra-renal f 
gland, now so widely used, many attempts have 
been made to produce a synthetic substance which 
should possess similar physiological properties, and 
at the same time be free from certain disadvantages 
of the natural principle. Among the workers in 
this field have been Burroughs Wellcome & Co., 
who now announce the issue of a synthetic product, 
to which the name “ Epinine r has been given. 
This substance, which chemically is 3 : 4-dihv- 
droxyphenylethylmethylamine, was discovered at 
the “ Wellcome" Chemical Works, and is stated to 
possess all the valuable physiological properties of j 
the supra-renal principle, with some additional j 
advantages. The most important of these latter 
are that it is much more stable than the supra-renal I 
principle, and, being a synthetic preparation, is 
more easily obtained in a state of purity. By ( 
physiological tests “ Epinine ” has been proved to 
produce all the characteristic effects of the supra¬ 
renal principle on the blood-pressure, heart’s action, 
uterus, etc. Quantitatively it has been found that 
1 in 100 solutions of “Epinine’’ are equal in 
activity to 1 in 1000 solutions of supra-renal active 
principle. 
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Ladies and Gentlemen, —I particularly wish at 
the commencement of this lecture to acknowledge 
my great indebtedness for what I have to say 
here to my old friend and teacher, Dr. Frederick 
Roberts, who, both in his writings and in his 
teaching at University College Hospital, attached 
so much importance to combinations of morbid 
conditions in the chest. 

I suppose we are all disposed to regard diseases 
of the chest, and, in fact, diseases in every part of 
the body, as separate, independent morbid entities 
with little or no relation to each other. We 
acquired the habit in our student days, because 
inevitably in our text-books and in systematic 
lectures diseases have to be described separately. 
The practice still clings to us in later years, and 
we continue to speak of, and to diagnose, bronchitis, 
pneumonia, pulmonary tuberculosis, pleural effu¬ 
sion, etc., as though they had no connection 
whatever with each other. As a matter of fact, 
however, morbid conditions of the chest are more 
often combined than met with singly, and as a 
result either of mixed infections, simultaneous or 
consecutive, or of acute disease supervening upon 
the top of chronic, or of one morbid condition 
predisposing to, or giving rise to, another, the most 
varied and ofttimes perplexing conditions are met 
with in the chest. Unless we are prepared to 
recognise the existence of these mixed morbid 
conditions we are certain to be led into serious 
errors in diagnosis, in prognosis, and in treatment. 
I have already indicated that the subject is a vast 
one, so that I can only deal now, and in a very 
cursory manner, with those combinations which 
are of most frequent occurrence and therefore of 
the greatest practical importance. 

There are many conditions of the chest-walls 
which have an important bearing upon diseases of 
the organs which they contain, but I can only 
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refer to two, namely, rigidity and softening. First 
of all, rigidity. We recognise that in later life ; 
this is extremely frequent, but perhaps we hardly 
realise how often it occurs in people who, as men 
count years, are still comparatively young. Still j 
more often we fail to recognise what an impor- ; 
tant and unfavourable influence it has upon other j 
diseases of the chest. For instance, in cases of j 
bronchitis and of pneumonia it limits the respira- j 
tory movements, and consequently aggravates the ! 
dyspnoea. It greatly increases, too, the difficulty 
of expectoration, and so adds materially to the : 
gravity of the prognosis. Moreover, it often inter¬ 
feres very markedly with the auscultatory signs : j 
for owing to the limitation of the respiratory move- i 
merits the air-entry is deficient ; consequently tht ] 
breath-sounds, whether normal or abnormal, are 
not well heard, and adventitious sounds are 
frequently absent altogether, although if the entry 
of air were perfectly free they might be very 
abundant. Similarly in connection with other 
diseases of the chest, especially in regard to 
prognosis, it is very important to recognise the i 
existence of rigidity of the chest-wall. One small 
matter arising in this connection is that if in a 
patient suffering from heart disease there is marked 
prrecordial bulging, we may generally infer that 
the mischief commenced in quite early life, when 
the chest-walls were still soft and yielding. It is 
rare for heart disease beginning after adult life has 
been reached to give rise to any conspicuous 
pnecordial bulging. 

Secondly, with regard to softening of the chest- 
wall ; this, of course, is nearly always due to rickets 
It is important because it gives rise to increased 
difficulty in inspiration, and consequently often 
leads to inspiratory recession at the epigastrium 
and of the intercostal spaces, and sometimes of the 
costal cartilages and the ribs themselves. In a case 
of bronchitis in an infant one of the most impor¬ 
tant, if not the most important indication of the 
severity of the disease, and consequently of the 
prognosis, is the presence of inspiratory recession. 

If in a young child suffering from bronchitis there 
is no recession of the soft parts, we may say fairly 
confidently that the disease is not serious, prob¬ 
ably does not involve the smaller tubes, and does 
not give rise to any serious obstruction to the 
entry of air. If there is distinct recession the 
next thing to do is to note whether the child 


is rachitic. If there is severe rickets, this alone, 
apart from the bronchitis, may cause some degree 
of recession. If bronchitis is superadded the 
recession at once becomes very marked, and ex¬ 
tensive collapse of the lung is likely to follow ; 
therefore even a slight degree of bronchitis in a 
rickety child is generally serious, particularly if it 
is associated with considerable inspiratory reces¬ 
sion of the soft parts. One other point about the 
chest-wall is to remember the influence which 
deformities, especially in connection with spinal 
caries and marked curvature, exercise upon the 
physical signs. Over the apex of a definite 
deformity the resonance is nearly always markedly 
impaired. It is necessary to bear this in mind, 
otherwise you may he led to diagnose diseases 
which, as a matter of fact, do not exist at all. 

I turn next to pleural adhesions, especially at the 
bases, and their influence on other morbid con¬ 
ditions in the chest. I suppose we all know from 
post-mortem experience how common it is, at any 
rate in patients in later life, to meet with these 
adhesions. If they are well marked we may recognise 
their existence during life, especially if they are 
present on one side only. On the affected side 
there may be definite retraction, with recession of 
the intercostal spaces during inspiration, some de¬ 
ficiency in resonance, and perhaps weak breath- 
sounds. We may, however, have pleural adhesions 
without any of these easily recognisable physical 
signs. Such adhesions may hamper the action of 
the lung and interfere with the escape of secretions 
from the smaller tubes at the bases ; the result is a 
certain amount of pulmonary (.edema on the affected 
side. This gives rise to small moist crepitations, 
which I think are conveniently termed “ adhesion 
rales —a name applied to them by Dr. Frederick 
Roberts. The term is often misunderstood, and is 
supposed to indicate adventitious sounds produced 
directly by the adhesions. This, of course, is im¬ 
possible ; adhesions cannot give rise to adventitious 
sounds directly ; they are merely crepitations pro¬ 
duced indirectly owing to the hampered action of 
the lung, the limitation of the respiratory move¬ 
ments, and the accumulation of secretion in the 
bronchial tubes. The result is that the mucous 
membrane of these tubes remains permanently in 
an unhealthy condition, and consequently forms the 
starting-point for attacks of bronchitis. A slight 
catarrh which in healthy lungs would pass away in 
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a very short time and give rise to no serious con¬ 
sequences, in a patient with these adhesions may 
suffice to start a serious attack of bronchitis. They 
may also perpetuate a chronic bronchitis, with a 
constant liability to more or less acute exacerbations. 
H e know that bronchitis is essentially a bilateral 
disease, affecting both lungs equally ; consequently 
when we meet with bronchitic sounds confined to 
one base, or more marked at one base than the 
other, we should suspect the existence of pleural 
adhesions on that side. Commonly the suspicion 
is correct. A short time ago I was examining—in 
consultation —an elderly lady suffering from bron¬ 
chitis, which was much more marked at the right 
base. I had seen her several times before on diffe¬ 
rent occasions, and had no reason previously to 
suspect that she had ever had a condition likely 
to cause pleural adhesions. Hut afterwards in the 
course of conversation with the medical attendant 
he mentioned that a year or two before, and since I 
had last seen the patient, she had had an attack of 
right pleurisy. This had evidently been followed 
by adhesions, and consequently what would other¬ 
wise have been merely a slight catarrh gave rise to 
bronchitis of considerable severity on the right side. 
We are constantly meeting with cases of this sort, 
and we should easily recognise them if only we 
were on the lookout foe them. The presence of 
these “adhesion rales” in a patient who is suffer¬ 
ing from influenza may, if their previous existence 
were unknown to the medical attendant, easily 
lead to an erroneous diagnosis of pneumonia, and 
some days may elapse before the mistake is cor¬ 
rected. 

Next, with regard to emphysema as a complica¬ 
tion of other chest diseases. Of course, we know 
that bronchitis gives rise to emphysema owing to 
the frequent cough. We fail, perhaps, to realise 
that equally emphysema produces bronchitis, 
because it hampers respiration and expectoration, 
so that a slight catarrh, which in healthy lungs 
would speedily pass away, may set up a consider¬ 
able degree of bronchitis simply because the 
patient cannot get rid of the sputum, and con¬ 
sequently the inflammation extends further down 
the bronchial tubes. Therefore, emphysema and 
bronchitis constantly occur in a vicious circle, the 
one increasing the other. Recollect that, as a 
result of emphysema, adventitious sounds are much 
less readily produced. It is not uncommon to 


meet with patients suffering from bronchitis who 
every day bring up several ounces of expectoration. 
We hear a few rales and rhonchi over the lungs, and 
that is all. Were we content to base our diagnosis 
on the results of our physical examination we 
should say there was very little the matter. But if 
the patient is markedly emphysematous remember 
that our diagnosis must be made on the symptoms 
and not on the physical signs. If the patient has 
dyspnoea and abundant expectoration, treat him as 
really suffering from severe bronchitis : do not be 
misled by the comparative absence of adventitious 
sounds. Again, recollect how frequently emphy¬ 
sema more or less masks the ordinary physical signs 
of chronic pulmonary tuberculosis—a combination 
more frequent in elderly patients than is generally 
realised. How often we meet with cases of 
obvious chronic bronchitis and emphysema, and 
are content with that diagnosis, overlooking the 
fact that the patient is also tuberculous ! In elderly 
people we know that phthisis is often very chronic 
in its course—the* more chronic the older the 
patient. Chronic phthisis gives rise to a very severe 
and persistent cough. Such a cough in middle 
aged or elderly subjects rapidly produces marked 
emphysema ; this masks any dulness which might 
otherwise be detectable ; it more or less prevents 
also the development of bronchial breathing and 
of the characteristic adventitious sounds. Con¬ 
sequently, under these circumstances many cases 
of chronic pulmonary tuberculosis pass unrecog¬ 
nised. Whenever an elderly patient, suffering 
from chronic bronchitis and emphysema, has 
dyspnoea more marked than we should expect 
from the conditions first noticed, pay particular 
attention to the apices, and if adventitious sounds 
are distinctly heard there, even if only after cough, 
an examination of the sputum should be made for 
tubercle bacilli, and they will frequently be de¬ 
tected. If we realise the danger of overlooking 
the tuberculous element in these cases we shall 
pay more attention to the examination of the 
apices, and shall not be content merely with the 
diagnosis of chronic bronchitis and emphysema ; 
thus the risk of this serious mistake will generally 
be avoided. 

The same remarks applied to the-masking of the 
physical signs of bronchiectasis by emphysema. 
Bronchiectasis, by the severe cough to which it 
gives rise, frequently produces a high degree of 
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emphysematous change which masks the signs of 
the underlying condition. Here, again, we must 
rely for our diagnosis upon the symptoms and 
not upon the physical signs, otherwise we shall 
merely call these cases “putrid bronchitis”—an 
imperfect diagnosis, for “putrid bronchitis ” prob¬ 
ably always means bronchiectasis. Emphysema 
may also greatly interfere with the physical signs 
of an intra-thoracic aneurysm. If we suspect such 
a condition in an emphysematous patient, an 
X-ray examination may be essential for a correct 
diagnosis, and there are few cases in which it is 
likely to be of greater value. Again, we constantly 
notice that emphysema may prevent the recogni¬ 
tion of cardiac hypertrophy, particularly, perhaps, 
hypertrophy of the left ventricle in cases of granular 
kidney. This disease occurs mainly in later life, 
and is frequently associated with advanced emphy¬ 
sema. The heart may be enormously enlarged, but 
the emphysema may almost completely obliterate 
the cardiac dulness and mask the heaving or thrust¬ 
ing impulse which would otherwise be present. If 
in an emphysematous patient the cardiac dulness is 
about normal in extent, we can almost invariably 
say that some cardiac hypertrophy is present. If 
the dulness is slightly increased there is most likely 
very great enlargement of the heart. 

Next, let us consider the association of bran- J 
chitis with other morbid conditions in the chest. , 
It is not uncommon to meet with bronchitis in ! 
association with pneumonia. We must exclude ! 
the bronchitis, which is really an cedema of the | 
lung supervening in the later stages of pneumonia I 
and due to failure of the heart, but there are many j 
cases in which bronchitis develops pari passu 
with the pneumonic condition, and I believe the 1 
two diseases are due largely to the same cause, or, ! 
at any rate, to a simultaneous double infection, j 
Both are microbic diseases, both are favoured by j 
chill, and the chill which originates the pneumonia j 
may also start an acute bronchitis. Of course the J 
seriousness of pneumonia is greatly increased by 
any co-existing bronchial affection. Moreover, 
the latter may largely mask the physical signs j 
of pneumonia unless a careful physical examination \ 
is made, and this is often difficult when the I 
patient is seriously ill. It is easy to recognise the j 
bronchitis and to be satisfied with that diagnosis j 
without troubling the patient further. The charac- , 
teristic sputum of pneumonia may also be hidden 
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by the more abundant bronchitic expectoration, so 
that both the physical examination and the sputum 
may suggest that the patient is suffering from 
bronchitis only, and hence the danger of over¬ 
looking the far more serious co-existing pneumonia. 
Again, I would say that to realise the possibility 
of making this mistake is the best way of avoiding 
it in practice. 

| Then very frequently indeed—perhaps more 
j frequently than is generally recognised—we have 
combinations of bronchitis with phthisis. Phthisis, 
of course, does not exclude the liability to bron- 
| chitis, but, on the contrary, greatly increases it. 
j We are frequently confronted with a case of this 
| sort: A patient who is obviously suffering from 
j tuberculosis at one or both apices, and who has 
I also at both bases a large number of moist sounds, 
j which may be due to bronchitis, but which equally 
i may indicate extension of the tuberculous process 
to the bases of the lungs, with rapid softening. 
The physical signs up to a certain point may be 
identical, but obviously the prognosis in the two 
conditions differs enormously. A simple bronchitis 
may soon get well, but if the signs are due to 
tuberculous mischief at the bases the patient's 
days are numbered. Often the only way of arriv¬ 
ing at a diagnosis is to wait for a few days, and in 
the meantime treat the patient as for bronchitis; 
very often what at first seemed very threatening 
signs of acute pulmonary tuberculosis entirely clear 
up, all signs disappear from the bases, and it be¬ 
comes evident that the patient is suffering merely 
from, perhaps, a very chronic form of apical tuber¬ 
culosis. The liability to bronchitis in connection 
with pulmonary tuberculosis is greatly increased 
by the fact that frequently pleural adhesions are 
present, a result of.attacks of tuberculous pleurisy, 
and these adhesions, in the way I already have 
explained, favour the occurrence of bronchitis. 

I need only mention the frequency with which 
bronchitis in children, most of all in infants, is 
complicated by collapse of the lung, by broncho¬ 
pneumonia, and sometimes by bronchiectasis. In 
fact, one may say that an infant rarely dies from 
acute bronchitis only ; at the post-mortem there 
are nearly always found one or more of the other 
morbid conditions just mentioned. 

Now a few words about the influence of pleural 
effusions on other morbid conditions of the chest. 
We are well aware how frequently pleurisy and 
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pneumonia co-exist, in fact, the severe pain which 
is one of the commonest and most important of 
the early symptoms of acute pneumonia is, as a 
rule, probably pleuritic in origin. But not uncom¬ 
monly the pleurisy goes beyond this and gives rise 
to definite effusion, the physical signs of which 
may completely mask the characteristic signs of 
pulmonary consolidation. So, as far as the 
examination of the chest is concerned, all we can 
do is to diagnose a pleural effusion, and we have 
to rely exclusively upon the symptoms for the 
diagnosis of the pneumonia—upon the general 
symptoms, the high temperature, the prostratioij, 
the evidences of severe illness; and upon the local 
symptoms, the marked dyspnoea, the working of 
the ate nasi, the characteristic sputum, and, 
perhaps, the herpetic eruption on the lips. Anyhow, 
it is frequently necessary to diagnose the presence 
of pneumonic consolidation simply from the 
symptoms without any help from the physical 
examination. Furthermore, we must remember 
how' frequently, especially in children, pneumonia 
is followed by empyema, and how easy it is, at any 
rate for some days, to overlook this. We become 
so obsessed, apparently, by our diagnosis of pneu¬ 
monia that we cannot get beyond it and realise 
that a different condition has supervened, and one 
which calls for entirely different treatment. Another 
reason for this serious mistake is that the ausculta¬ 
tory signs are frequently misleading rather than 
otherwise. Over an empyema, especially in the 
chest of a child, we may get breathing which is 
more or less tubular, or even amphoric, with 
bronchophony; sometimes there may even be 
distinct adventitious sounds. We should more 
frequently diagnose the empyema, I think, if we 
omitted auscultation altogether, and learnt to rely 
simply upon percussion. When, after an attack of 
acute pneumonia, the patient’s condition remains 
unsatisfactory, not necessarily with a high tempera¬ 
ture or any urgent symptoms, but still not improving, 
and when at the same time dulness of a most 
absolute character persists at one base, disregard 
the auscultatory, signs entirely, always explore for 
pus, and generally, in these circumstances, you will 
find it. 

We all know how frequently pleurisy co-exists 
with chronic pulmonary tuberculosis ; how often 
patients suffering from phthisis suddenly develop 
a sharp pain in the chest. If you listen in such a 
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case you will probably hear pleural friction. As a 
rule there is little, if any, effusion, adhesions form 
in a few days and all goes well. Sometimes, how¬ 
ever, a definite pleural effusion follows, and it may 
become a serious question whether we should 
remove it or leave it. I am still rather disposed 
to cling to the old-fashioned notion that a pleural 
effusion occurring in the course of active phthisis 
may be beneficial rather than otherwise, that it 
may serve as a splint to the inflamed lung, give it 
a rest which we cannot procure in any other way, 
and so may markedly retard or even arrest the 
progress of the pulmonary disease. Another point 
to bear in mind is that when we are dealing with 
a pleural effusion we must be very careful in 
drawing inferences from abnormal physical signs 
which we may meet with at the apex of the lung 
on the affected side. Everybody, I suppose, re¬ 
cognises nowadays that an ordinary so-called simple 
pleurisy is generally tuberculous in origin, and that 
knowledge naturally leads us to examine the apices 
of the lungs carefully for signs of phthisis. When 
a pleural effusion is present we often meet with 
curious signs at the apex of the lung, such as 
slight impairment of resonance, and sometimes 
markedly altered breath-sounds, perhaps distinctly 
tubular breathing with bronchophony. Only too 
readily we draw the conclusion that there is tuber 
culous mischief at the apex together with a tuber¬ 
culous pleurisy. It is such a natural inference, 
but before drawing it wait until the pleural effusion 
has cleared up; then you will often find that all 
these abnormal signs which seemed so suggestive 
of disease have quite disappeared. More than 
once I have been misled in this way, and am now 
exceedingly careful before drawing a definite infer¬ 
ence from abnormal physical signs at the apex of a 
lung, so long as there is a pleural effusion at the 
base. 

Next with regard to pleurisy with a new growth ; 
here again we recognise that the combination is very 
common; an intra-thoracic growth frequently gives 
rise to pleural effusion, and as a result the dia¬ 
gnosis of the growth may for a time be quite 
impossible. I may, in passing, say that dulness 
produced by pleural effusion only never passes 
across the middle line of the chest, whereas that 
due to a growth frequently does. Eventually we 
draw off the fluid and find that it is blood-stained, 
and this may be the first indication that we are 
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dealing with something more than a simple 
pleurisy. Often we find we cannot get off as much 
fluid as the marked and extensive character of the 
physical signs had led us to expect, and after we 
have withdrawn all we can the physical signs 
still persist with little or no alteration. In such a 
case we may with tolerable certainty diagnose the 
presence of a growth. In addition always look very 
carefully for evidence of glandular enlargement in 
the axilla or above the clavicle, and also for the 
slightest evidence of enlargement of subcutaneous 
veins over the surface of the chest. 

Lastly, bear in mind the frequent connection 
between pleurisy and pneumo-thorax. If a pneumo 
thorax occurs in association with very slight pul¬ 
monary disease, as it sometimes does, no pathogenic 
germs may get into the pleural cavity : the lung 
may rapidly re expand, no pleurisy occurs, and the 
patient soon gets quite well. In the majority of 
cases ol pneumo thorax, however, pathogenic germs 
enter the pleural cavity. They may be, and fre¬ 
quently are, tubercle bacilli, but they may also be 
streptococci, staphylococci, or other germs which 
set up inflammation. At any rate the pleurisy 
sometimes gives rise to a sero-fibrinous effusion, 
sometimes to a simple purulent effusion, and some¬ 
times to a foetid purulent effusion. I find from 
experience that in some cases the pneumothorax is 
recognised and the pleural effusion missed, whilst 
in others the pleural effusion is diagnosed and the 
pneumo-thorax overlooked. There is one special 
way in which the fluid which arises as a result of a 
pneumo-thorax may be missed. Remember that a 
pleural effusion secondary to pneumo-thorax differs 
from the ordinary pleural effusion in that it moves 
freely when the patient changes his position, just as 
ascitic fluid in the abdomen does. In the case of 
an ordinary pleurisy the fluid is more or less held 
up in one position by the lung and changes very 
little indeed when the patient alters his posture, but 
when the effusion occurs secondarily to pneumo¬ 
thorax it can move about quite freely in the cavity. 
Now suppose you arc examining a patient who 
is seriously ill as a result of pneumo thorax and 
who cannot be sat up, you examine him lying on 
his back, and the front of the chest is everywhere 
K-asonant, for the fluid has gravitated to the back. 

^ on turn him over on to his face and examine the 
chest posteriorly : the fluid forthwith gravitates to 
the front and the hack of the chest becomes 1 


resonant. So in whatever position you examine 
you fail to find evidences of fluid. If it is very 
abundant you probably recognise it, but a consider- 
| able quantity may escape recognition in the way I 
have described. The moral is that whenever we 
diagnose pneumo-thorax we must always carefully 
examine for evidence of a secondary pleural 
1 effusion, because it is important to know what 
kind of effusion is present. If it is pus it may be 
necessary to withdraw it ; if it is simply a sero¬ 
fibrinous effusion we may very well leave it alone. 
At any rate before deciding on our course of 
( action we must know what sort of fluid is present 
in the pleural cavity. 

We come next to the association of heart disease, 
especially mitral affections, with lung diseases. We 
know how mitral disease, particularly mitral obstruc¬ 
tion, gives rise by back-pressure to oedema of the 
lungs, bronchitis, and, later on, to pulmonary infarc¬ 
tion with haemoptysis, sometimes to pleural effusion 
or to double hydrothorax. But we need to recognise 
that the more advanced the mitral disease, and the 
more pronounced the pulmonary symptoms and 
signs, the more likely are the characteristic ausculta¬ 
tory signs of the heart lesion to diminish or dis¬ 
appear. The murmur of mitral regurgitation is 
often lost in the late stages of the disease as the 
heart becomes weaker, and still more frequently 
does the characteristic bruit of mitral obstruction 
disappear, with the result that it is very easy to 
diagnose the lung disease only and to overlook the 
important fact that the latter is merely secondary 
to a definite and serious cardiac condition, especially 
mitral obstruction. Another combination, and a 
very important one, in heart and lung conditions 
is afforded often by pericardial effusion. This 
usually forms when the patient is in the recumbent 
posture, so that the fluid accumulates at the back 
of the pericardial sac, presses increasingly on the 
lower lobe of the left lung, and may in time cause 
more or less complete collapse of that lobe. Con¬ 
sequently in connection with the diagnosis of such 
i an effusion the physical signs over the base of the 
left lung may be very important. Not uncommonly 
I have met with signs which most closely resemble 
those produced by an acute pneumonic consolida¬ 
tion—absolute dulness, bronchial breathing, and 
bronchophony. But the symptoms have merely 
pointed to the cardiac condition ; there was 
nothing to suggest pneumonia, and as the indica- 
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tions of pericardial effusion have subsided, so, 
pat i passu , have the pulmonary signs cleared up. 
Evidently they were merely due to collapse of the 
lung secondary to the effusion. In fact I have 
learned to regard these signs of collapse at the 
base of the left lung as often a very important help 
in the diagnosis of pericardial effusion. We know 
how difficult it often is to diagnose between the 
latter condition and dilatation of the heart. It is 
possible, I believe, that a greatly dilated heart by 
itself may occasionally cause signs of pulmonary 
collapse, but I think this is rare, and that in the 
vast majority of instances, if along with great 
increase in cardiac dulness, we have also signs 
pointing to collapse of the lower lobe of the left 
lung, we may infer that the patient has a pericardial 
effusion. 

Lastly, there is the relationship between asthma 
and other morbid conditions in the chest. We 
recognise, of course, that asthma causes emphy¬ 
sema, owing to the frequent and excessive over¬ 
distension of the pulmonary alveoli to which it 
leads, and thus eventually gives rise to chronic 
bronchitis ; but the converse process is perhaps 
equally common, for the more frequently bronchitis 
recurs the more irritable becomes the muscle 
lining the bronchial tubes, and the more easily is 
spasm of this muscle set up. Hence, in practically 
all cases of chronic bronchitis asthmatic pheno¬ 
mena sooner or later supervene, until at last in such 
patients a very little additional catarrh, any slight 
chill, exposure merely to a cold wind or to a foggy 
atmosphere, may suffice to start a severe asthmatic 
attack--a spasm which is altogether dispropor¬ 
tionate to the attendant bronchitis. If we see such 
a patient for the first time in an attack, and know 
nothing about his history, we may form a very 
erroneous diagnosis and prognosis. We find him 
gasping for breath, much evanosed, apparently 
extremely ill, and with signs of considerable bron¬ 
chitis ; naturally we think that he is suffering from 
a capillary bronchitis which may prove rapidly fatal. 
Hence we give a very grave prognosis, and return 
in a few hours to find him comparatively well and 
breathing comfortably. It is satisfactory to the 
patient, but not quite so satisfactory to the prac¬ 
titioner, who predicted an early fatal termination to 
the illness. Therefore it is most important always 
to bear in mind the frequency of the occurrence of 
rather severe asthmatic attacks in patients who are 


already suffering from chronic bronchitis and 
emphysema, and the necessity of treating such 
patients for their asthma ; inhalation of Himrod’s 
powder, or something of that sort, will often give 
immediate relief, and the patient and his friends 
will be correspondingly grateful. I need hardly 
say, in regard to asthma in elderly patients, that 
you must not overlook the possibility of the 
asthmatic phenomena being due to some graver 
condition ; it may be chronic renal disease, or it 
may be pressure from an intra-thoracic tumour, most 
probably an aneurysm. Therefore, when we see a 
patient for the first time suffering apparently from 
asthma we must always make a careful examination 
of the chest and of the urine, to satisfy ourselves 
that the symptoms’ are not due to some grave 
organic disease. 

Here time compels me to stop. After all, I 
have merely touched on a few of the most impor¬ 
tant mixed morbid conditions met with in the 
chest, but I trust I have said enough to indicate 
.their frequency, their importance, and the difficult 
problems to which they often give rise. Let us 
ever remember, in dealing with diseases of the 
chest, that, certainly in middle and later life, it is 
far more common to meet with combinations of 
morbid conditions than with single diseases, and by 
failing to recognise this fact we may sometimes do 
our patients grave injustice. 

April io th, 1 9 I i • 


Streptococcus Vaccine, Rheumatic Fever. 

—The number of diseases for the treatment of 
which stock vaccines are obtainable increases 
rapidly. The latest addition to the already long 
list of vaccines issued by Burroughs Wellcome 
Co. is Streptococcus Vaccine, Rheumatic Fever, 
“ Wellcome. ' As is well known, the researches of 
Paine and Poynton and others have demonstrated 
the presence, in rheumatic lesions and in the 
blood of rheumatic patients, of an organism which 
is believed by some to be casually connected with 
rheumatic fever, and to which the name Micrococcus 
rheumaticus has been given. It is from this 
organism that the new “ Wellcome v brand vaccine 
is obtained, several strains being used in its prepa¬ 
ration. The vaccine is said to be useful in cases 
of persistent relapsing rheumatism. It is issued in 
convenient, hermetically sealed phials of i c.c., 
containing either io or 50 million organisms. 
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A CLINICAL LECTURE 

ON SOME 

ACUTE BRONCHIAL AFFECTIONS 
IN YOUNG CHILDREN. 

Delivered at the Seamen’s Hospital, Greenwich, for the 
London School of Clinical Medicine. 

By T. D. LISTER, M.D., F.R.C.S., 

Physician, Mount Vernon Consumption Hospital, and to 
the Royal Waterloo Hospital for Children and Women. 


attack of diarrhoea with the cutting of a tooth in 
summer, and that similar children will have a sharp 
attack of bronchitis with the cutting of a tooth in 
winter. They often belong to families that “catch 
cold ” easily. 

But there are certain other general causes. 
Pirst of all exposure is, to young children whose 
reflexes are so active, a very readily exciting cause 
of catarrh, either in the air-passages or in the 
digestive tract. Cold acts by inducing internal 
congestion, and internal congestion, as has been 


Gentlemen,-— It is my wish to talk to you this 
afternoon on some acute bronchial affections in 
young children. I hey are particularly susceptible 
to bronchial troubles. There is a reason for this. 
If we think that it is only a few months since their 
lungs were glandular outgrowths or rudimentary 
bronchial tubes coming off from the primitive air- 
passages, that these glandular outgrowths were at 
first composed of cubical cells, and that the very 
moist, rapidly growing epithelium has only just 
begun to assume its flattened functional anato¬ 
mical structure, we can realise that it is very easy 
to set up in such lungs a process of proliferation. 
The lungs of young children, when invaded by the 
same organisms which cause in adults fibrinous or 
sero-fibrinous and haemorrhagic exudations, are 
very liable to catarrhal changes. These organisms 
are very constantly the same as those which give 
rise to croupous pneumonia in adults. Weichsel- 
baum, as far back as 1887, pointed out that there 
is no etiological difference between the croupous 
pneumonia of adults and the broncho pneumonia of 
young children. 

The inelastic thorax, the soft, scarcely resistant 
air-tubes, and the reflex cough, unaided by voltin- 
taiy expiratory efforts, are also characteristics in 
children under five which aid the production of 
acute lung diseases. 

These conditions are also certainly associated 
with a frequently inherited personal proclivity. 
"There is, no doubt, a strong constitutional liability 
in the majority of so-called catarrhal children, 
children whose mucous membranes inflame readily. 

I hese catarrhal children may not always show 
their catarrh in their bronchi. It is a common 
thing for mothers to say that the child has “cut its 
teeth with diarrhoea. 1 I)r. Ashby pointed out 
some years ago that some children will have an 


frequently suggested, by producing excessive exu¬ 
dation in the tubes, affords a very suitable 
! nutrient for any micro-organisms that happen to 
be present. They have a perfect temperature for 
growth and rapidly become developed into viru¬ 
lence. A child, after exposure to cold, has its 
relative immunity impaired in regard to the orga- 
nisms which are normally present in the air- 
passages. 

Dentition I have already mentioned as a cause 
of bronchitis, and a “tooth cough” is sometimes 
troublesome throughout the period. 

Digestive disturbances of all kinds are liable, in 
catarrhal children, to set up bronchitis, and we 
must always remember thar malnutrition of any 
kind, including starvation and rickets, and over¬ 
feeding with wrong foods—a subject which I dealt 
with here some months ago—is an important ante¬ 
cedent of bronchitis. We cannot leave out the 
factor of predisposition, however, because many 
children, in spite ^of malnutrition, in spite of 
rickets, will escape. 

Bronchial affections of young children are also 
much commoner among /^//r-stricken, ill- 
housed, ill-fed children than among the well-to-do. 
Nevertheless, I will presently quote you a case 
where, from excessive misdirected car# in upbring¬ 
ing, the child became for a time more or less a 
chronic bronchitic. 

Children are also exposed very early to the risks 
of aspiration of food particles, and even at birth the 
first inspiration may be attended with inhalation of 
liquor amnii or septic fluids from the genital canal. 

I once made a post-mortem examination on a 
child who died of broncho pneumonia at the age of 
twelve days, in which this cause could certainly 
not be excluded. Septic discharge from adenoids , 
or stomatitis , may act similarly later on in infancy. 

Dust and noxious vapours are rarely causes 01 
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bronchitis in young children. When such cases do 
arise they are usually due to accidents, or special 
environments. 

The last great cause is infection from others, 
particularly by catarrhal colds, influenza, and the 
specific fevers. 

There is every grade of bronchial and broncho- 
pneumonic affections between a simple bronchial 
catarrh, as mothers like to have it called, and the 
most acute lobar type of broncho pneumonia. I 
have made very numerous post-mortem examina¬ 
tions on these cases, and I have seen every variety 
from catarrh of the upper air passages, involving 
the trachea and bronchi, up to, or rather down to, 
a severe lobar consolidation of the lung which was 
practically indistinguishable at a first glance from 
the croupous pneumonia of adults. These condi¬ 
tions may be roughly graded as bronchial catarrh 
or bronchitis, stcondary broncho-pneumonia, 
primary broncho-pneumonia of the acute dissemi¬ 
nated type, and the acute lobar form of broncho¬ 
pneumonia. 

Let us consider the symptoms of the simplest 
form of bronchitis. The disease often begins with 
nasal catarrh, there is a slight rise of temperature, 
there is a husky and hoarse cough, and the cough 
is worse and sometimes paroxsmal at night. Apart 
from acute laryngitis there is a condition where 
mucus from below accumulates round about the 
small glottis of the child and the child wakes in a 
fright with spasmodic cough, a condition which 
alarms the parents quite as much as the child. In 
their fear they often use the mischievous word 
“ croup.” Respiration is always quickened. A 
child's respiration is very easily quickened. From 
dentition alone, without observable signs of bron¬ 
chial affection of any kind, I have seen respiration 
go up to 80 simply with the pain and irritation. 
In ordinary resistant children with this mild form 
of bronchial catarrh, however, the respiration will 
be quickened to from 40 to 80, but not laboured. 
The temperature will be 1 oi° to io2°F. The 
course of these simple cases depends on the 
vigour of the child. In a strong, rosy baby over 
two, the illness generally terminates in a week to 
ten days provided that the child is kept in a fairly 
uniform temperature. The physical signs in this 
class of case will be confined to a few coarse 
rhonchi and perhaps some large r&les in the upper 
tubes. 


But if the catarrh spreads down into the smaller 
tubes you will find altered signs. You will have 
finer rales, more crackling, and less rhonchi. As 
the condition extends, as it so often does in badly 
nourished children, collapse of the lung will begin 
at the base. There will be soft tubular breathing 
and diminished resonance in the collapsed areas, 
with, perhaps, some sucking in between the ribs 
during inspiration. 

I may say here a word about the examination of 
the chest. A good deal has been written about 
the examination of the child’s chest, and unne¬ 
cessarily line differentiations have been made by 
various writers. But if you will remember that a 
child's chest is small, you will see that it is easy for 
a sound created in one part of the child’s chest to 
be heard in another during auscultation, especially 
in disease. Percussion, if heavily performed, may 
produce resonance from a deep air-containing part 
of the lung, while there may be immediately 
underlying your finger an area of superficial dulness. 
In that way a small amount of collapse, consolida¬ 
tion, or fluid may be easily overlooked if your 
percussion be as forcible as you may be accustomed 
to use in examining an adult’s chest. By the way, 
forcible percussion is in my experience very liable 
to be misleading in adults also. Always begin by 
light percussion. The sense of solidity or resis-. 
tance on percussion is very important in drawing 
inferences from percussion, and is readily developed 
by practice. If one only remembers these few 
points when one is at work one will find that the 
special fallacies to which one is liable in the 
i examination of the child’s chest will be avoided 
after a little experience. Get your perspective 
right when dealing with children’s diseases. 

I have said that the disease may spread down to 
the finer tubes. We must again recall the ana¬ 
tomical difference between a child’s lung and an 
adult’s lung. In the adult lung, compared to the 
finest bronchioles, the alveoli are comparatively 
large, but in a child’s lung the alveoli are very 
little larger than the bronchioles. Moreover, as 
the epithelium proliferates easily, for reasons which 
I gave you, and the tubes are less elastic, catarrhal 
processes easily cause complete blocking. When 
a bronchiole is blocked by catarrh the air is quickly 
absorbed from the comparatively small alveolus, 
and hence collapse is produced. Therefore in no 
cases of infantile broncho-pneumonia that you may 
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examine post mortem will you fail to see smaller 
or larger patches of collapse, a fact which, perhaps, 
it is scarcely necessary for me to recapitulate. 
These collapsed areas are congested and readily 
become inflamed, catarrhal, and solid. 

This is the condition of secondary broncho¬ 
pneumonia following bronchial catarrh either by 
direct descent through the smaller bronchi or as a 
sequel to collapse. This gives rise to a patchy 
irregular consolidation into the alveoli. We can 
now see that there are three ways in which this 
consolidation can be caused : First of all by the 
two methods that I have mentioned; (1) direct 
descent into the alveoli ; (2) by catarrhal con¬ 
solidation occurring in a hyper-vascular area of 
collapse; and thirdly, by inflammation going 
through the wall of a bronchus, and thus setting 
up an area of consolidation in the lung around a 
peribronchial broncho-pneumonia. 

But as I mentioned just now, there is an acute 
type of broncho-pneumonia, one of the most 
severe types, which will sometimes prove fatal in 
four or five days, where a rapid, almost lobar type 
of pneumonia clinically is developed in these 
young children. Pleurisy often occurs over a 
patch of consolidation on the surface of the lung. 

When broncho pneumonia occurs during bron¬ 
chitis we get certain symptoms produced which 
warn us that more serious changes are taking 
place. The alveoli, the functional part of the 
lung, are now put out of action. The child 
becomes restless, the cough becomes shorter and 
sharper, the skin, previously moist, becomes hot and 
dry, and the temperature goes up to io 3°F. or 
even higher. In a broncho-pneumonia occurring 
after measles a hyperpyrexia of 105° or even 
106° F. is sometimes produced. As the temperature * 
rises the cry becomes feeble, the child gradually 1 
becomes inattentive and no longer interested in 
life. The pulse-respiration ratio becomes greatly i 
diminished and the pulse rapid. There is now 1 
developed also the typical laboured breathing of ! 
broncho pneumonia, a type of breathing in which 
the bronchial muscles are called into play and the 
accessory muscles of inspiration, including the ala? ! 
nasi muscles, are constantly in action. Owing to ' 
collapse of the lung and obstruction of the tubes, | 
there is usually some recession between the lower 
ribs. Convulsions may take the place of rigors in 
young children If we come to think of it we may 
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1 say that a rigor is simply a sort of convulsion, and 
children having very much more active reflexes 
I than adults, the oncome of pyrexia may give rise 
sometimes to general convulsion. It is a distinc¬ 
tion without much essential difference. 

To illustrate some of the remarks I have been 
making I should like to mention three cases that 1 
have seen in private practice. One was a child aged 
five and three-quarter years when seen. The child 
was said to have been bronchitic since birth. The 
! history of the child was as follows: For the first 
j two months she had had two largely advertised 
patent foods, both of which are, as you are fully 
< aware, unsuitable for any young infant, particularly 
! when, as in this case, they replaced the natural 
! food, and were not accompanied by a sufficient 
| quantity of modified cow's milk. The child was 
1 a tooth-grinder, was restless at night, threw the 
| clothes off, and had night-terrors. When two years 
old she had “croup,”and was placed with a grand¬ 
mother, who had seen a great many children die, 
and knew a great deal about it, and, in consequence, 
had strongly advised the mother that the child 
ought never to have meat, because a case of 
asthma was greatly relieved by vegetarian diet. 

! After being deprived of meat in favour of starch 
the child gradually became a flabby, bronchitic, 

! wheezy little girl. Every winter she was put in a 
| warmed, closed nursery, was coddled, and not 
' allowed to enjoy the ordinary games and amuse¬ 
ments of a healthy child of five years. She had to 
be in bed before five o’clock, had no parties, and 
was otherwise tortured on account of bronchitis, the* 
result entirely of wrong principles of diet. But I 
had her put on to a normal diet for the age, and 
since then, three years ago, I am assured that that 
child “has never had a cough.” She was also 
given open-air methods of treatment. That is an 
example of a bronchitic child whose condition 
was due to wrong feeding and excessive “care.” 
This particular subject has recently been drawn 
attention to by writers in the medical journals, 
who point out that some of these cases get per¬ 
fectly cured when properly dieted—a fact that 
cannot be too often repeated. 

A month ago I saw a case with a doctor in a 
Hampshire town, a child ;et. 6 months. It had 
been deprived of its mother’s breast milk at the 
age of one month. Since then I think it would be 
impossible to catalogue the different foods that had 
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been given on well-meant suggestions. To go 
back to a subject I spoke about to you some 
months ago, may I just remark that it is very much 
better to modify any one particular food, particu¬ 
larly cow’s milk, than to change the foods entirely 
and repeatedly, without any attempt to ascertain or 
meet the actual form of indigestion from which a 
baby is suffering. Very often (if the mother's 
friends do not interfere, as in this case), by the 
exercise of ingenuity on the part of its nurse and 
doctor a baby can be made to tolerate and thrive 
on a milk food properly modified. After all, the 
different labels on the tins in regard to most patent 
foods do not convey to the medical mind that 
there is a very wide difference between the con¬ 
tents. Most of them are closely allied dextrinous 
preparations. This child, as the result of continu¬ 
ally trying new foods, weighed just one pound more 
than when born, that is, it weighed 7 lb. at the age 
of six months. Its face did not look so bad, but 
when undressed it was only skin and bone. It 
had been nursed on its mother’s knee for ten 
days, during which time, day and night practically, 
she had been sitting in a chair. The child had 
very little rest in the cot. The child had a slight 
cough, but was too feeble to feed, cough, or cry. 
There was marked recession of the ribs and the 
chest-wall. The temperature was subnormal. 

I here*was tubular breathing, well marked in places. 

1 be child had had a raised temperature about 
four days previously. The prognosis was, of course, 
hopeless, and the child died the next day. 

I want, now, to give you one of the most acute 
types of cases. Last winter I went down to 
Bromley-by-Bow to see the child of a gentleman, 
who appeared to be what is called a marine store 
dealer. I imagine that description covers a multi¬ 
tude of trades, except those connected with the 
sea. He had a very curious collection of miscel¬ 
laneous property, which had found its way into 
his back parlour. This child had been ill for 
about a fortnight. It was aged five and a half 
years. It had consolidation of both bases, with a 
well marked friction-sound over the .whole of the 
left lower lobe. It had a friction-sound, with 
cardiac rhythm, over the base of the heart. In 
addition it had a friction-sound at the apex, which 
might well have been due to the rubbing of the 
pericardium on the pleura. It had also some 
abdominal tenderness. Its head was slightly re¬ 


tracted and there were doubtful cerebral symptoms 
and much restlessness. The ears did not present 
any definite signs of suppuration, hut the case was 
obviously one of those acute general infections 
with the pneumococcus described by Dr. Frederick 
Taylor and others. I have worked at a good many 
of these cases in the post-mortem room, and I have 
frequently found pneumococci in all the cavities of 
the body, including the cerebral cavity. It was 
difficult to make any useful suggestion for treat¬ 
ment in this case. The only line that suggested 
itself was that we should use commercial pneumo¬ 
coccal vaccine and give a ten million injection in 
the flank. This was done, and the child immedi¬ 
ately began to improve. It was found impossible 
to nurse the case at home during convalescence. 
Within two days the child was able to be removed 
to the London Hospital, and the treatment by 
pneumococcal vaccine was, I believe, repeated. 
Convalescence took five weeks and was followed 
by recovery. I am indebted to Dr. Toland for 
the notes of the result of the case. Ten months 
later the child was taken ill again, and died in a 
hospital in December last of peritonitis, “rheu¬ 
matism,” and heart failure. It is not known if 
any vaccine was used in the second illness. I 
can only say that pneumococcal vaccines are often 
disappointing, and that this is the only case where 
I have seen what may be called, as regards the 
first illness, a great success due to the use of 
pneumococcal vaccine. 

As regards the prognosis of acute bronchial 
affections of young children, age is by far the most 
important factor. Of the hospital class of patients 
two thirds under the age of two die, and one third 
from the age of two to five. Malnutrition and 
rickets are very important factors in prognosis, and 
so are the severity of the symptoms and the extent 
of the physical signs. Apart from consolidation, 
if you find that in an acute attack of bronchitis the 
child is developing fine rales, the prognosis is 
becoming grave ; capillary bronchitis never occurs 
without pneumonic consolidation. Temperature 
in a puny child will sometimes not help you much, 
because in wasted weakly infants I have seen a 
subnormal temperature throughout the downward 
course of acute broncho-pneumonia. 

During recovery the lung condition always begins 
to mend before the constitutional signs. 'The 
rales become less whilst the child still remains 
very ill, unlike the condition which occurs in the 
croupous pneumonia of adults, where constitutional 
recovery precedes the clearing up of the physical 
signs. 

There is no time to-day to deal with the secon¬ 
dary changes in the lung which are occasionally 
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met with in cases that escape the immediate 
dangers. In the very acute form of consolidation 
and infiltration you may get such destruction of 
lung tissue that there may he numerous small 
cavities dotted all over the lung. This is par¬ 
ticularly liable to occur after measles, and I have 
seen a few instances. 

Then you may get abscess producing a large 
circumscribed cavity, or necrosis and gangrene of 
the lung. 

Chronic changes may occur with fibrous indura¬ 
tion. I have a little girl under my care who has 
been attending the Mount Vernon Hospital out¬ 
patients for six years, and has been admitted to my 
beds several times during the last two or three 
years. She remains apparently quite well for a 
few months at a time, and tflen comes up after an 
attack of haemorrhage with doubtful signs of bron¬ 
chiectasis at one base, and slight bronchitis at 
both bases. For some reason or other the sus¬ 
pected cavity gets infected by organisms which 
set up congestive and catarrhal chages, and she 
gets profuse blood-tinged expectoration for a week 
or two. No tubercle bacilli have been found in 
her sputum. X-ray examination gives no definite 
shadow, and during her healthy periods the lungs 
appear normal. I am now r treating her in out¬ 
patients’ with a vaccine prepared by Dr. Hunt, 
pathologist to the Hospital, from a streptococcus 
always present in her sputum. 

Tuberculosis often occurs in or after broncho¬ 
pneumonia, or a broncho-pneumonia may be 
tuberculous from the beginning. 'These latter 
cases cannot be diagnosed with certainty. 

One other condition that you may see is local¬ 
ised empyema. That is a condition which may be 
diagnosed in a child who has had broncho-pneu¬ 
monia, and keeps an irregular temperature, and 
has occasional sweating, if on examination one 
finds resistant dulness somewhere in the chest. 
Sometimes this patch of dulness presents tubular 
breathing and increased voice-sounds at the 
margin of the patch, while in the centre the voice- 
sounds may be absent. But in children suffering 
from this affection there may be increased voice- 
sounds all over the dull area. 

As to treatment—both for prevention and cure 
—the hygienic treatment of broncho pneumonia is 
every bit as important as the hygienic treatment of 
tuberculosis. I know of a case where a child with 
broncho pneumonia was being nursed for conveni¬ 
ence in a ground-floor north room, and it was 
making a very tedious convalescence, which had 
been going on for six or seven weeks. It was 
suggested that she should be removed to a garret 
south room, and the child was up and about in 
a very few days after the change of room was 
made. She rapidly recovered on getting sunshine 
and fresh air—an example of climatic treatment at 
home. In the prevention of bronchial affections 


in infants, the nutrition, the environment, and the 
condition of the upper air-passages are the impor¬ 
tant points requiring your attention. Bronchitic 
children in hospitals are now usually placed as 
soon as possible in positions where they can get as 
much sunshine and pure air as are obtainable. 

During the acute stages an even temperature is 
indispensable. The temperature of the room 
should be 6o° to 65° F. 'The steam kettle has 
been greatly abused, but is, I think, a very valuable 
aid in certain cases. But when you have a lung 
filled w'ith moist sounds I cannot conceive that 
putting the little patient into a hot scented fog, or 
into a steam bath at 75 0 F., or more inside a 
tent is going to be of the slightest value. On the 
other hand, the steam kettle (with sanitas, tere- 
bene, or Friar’s balsam) is valuable when the 
sounds are dry and wheezing and the expectoration 
scanty. Warmed oxygen is occasionally required 
for dyspnoea. 

As regards drugs, ipecacuanha still remains the 
best and most useful, combined with alkalies. 
Sedatives may be required for pain and cough, 
and bromides amt chloral are most used, or minute 
doses of paregoric. Remember, alcohol is a seda¬ 
tive and narcotic as well as a cardiac stimulant, 
There is one other drug I must mention, namely, 
belladonna, because it has been urged strongly by 
distinguished writers as being the one thing need¬ 
ful in acute broncho-pneumonia in young children. 
But belladonna, I suspect, does not always act 
beneficially in these cases. We must remember 
that among the actions of belladonna, in addition 
to those of diminishing secretion, relaxing the 
bronchi, and stimulating the respiratory centre, is 
that of relaxing the intestines, and I have seen 
cases treated energetically by belladonna in which 
— I will not say it was the result of the belladonna 
—a paralytic distension of the intestine followed, 
causing a large flatulent abdomen to press on the 
already embarrassed diaphragm. Such a condition 
may be due to atony from exhaustion, but bella¬ 
donna will not help it. 

Terebene, combined with senega and alkalies, is 
useful during convalescence, as well as the usual 
tonics. 

The diet of young infants suffering from broncho¬ 
pneumonia must be as simple, concentrated, and 
nutritious as possible. Milk is the basis of all 
invalid dietary. Although cow’s milk, with its 
bulky, solid casein, often presents problems in the 
diet of catarrhal infants, yet by pre-digesting rather 
than diluting it you may solve —or rather dissolve— 
the difficulty. Meat-juice and somatose are useful 
aids. 

Our time is at an end, but I have mentioned the 
chief points that I wished to bring before you in a 
somewhat rapid impression of the acute bronchial 
affections in young children. 

April 10 th, 1911. 
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A LECTURE 


ON 

THE TREATMENT OF NEPHRITIS. 


Delivered at the London Hospital. 

By F. J. SMITH, M.D., F.R.C.P., 
Physician to the Hospital. 


Gentlemen, —My last lecture was on inflamma¬ 
tion in general; to-day I intended to talk to you 
about inflammation in the kidneys in particular, 
but then it occurred to me that in your books and 
in lectures on nephritis the description of the 
disease occupies such a very large part that treat¬ 
ment always gets only very scant notice. We 
will, then, begin with the treatment and leave 
descriptions of the various forms of nephritis 
entirely alone. 

There are four lines of treatment of nephritis. 
One is bed, another is general measures, a third is 
diet, and a fourth is drugs. I shall consider them 
in that order. 

Now about bed. This does involve a few words 
on what we may call varieties of kidney trouble, 
for this reason : Why do you see the patient at all ? 
Why does he come to you? Obviously because 
he complains of something. Now, there are plenty 
of men going about, thousands of them, with 
chronic kidney trouble who complain of nothing 
in particular, just an occasional headache, occa¬ 
sional dyspepsia, but they do not go to a doctor. 
They have perhaps been told that they have kidney 
trouble, and they are going on in their chronic 
state without much trouble ; they only come to a 
doctor when an acute symptom alarms them. That 
is the connection between bed and this chronic 
nephritis. When a patient comes to you because 
something really serious has occurred which 
he wants treated, the first thing to do is to put 
him to bed. You will say, “ Yes that is all right, 
we do that with all patients.” But do you think 
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why you put a patient to bed? What happens 
when they go to bed ? First of all their muscular 
movements are reduced to a minimum : speaking 
generally all his movements are redficed to a mini¬ 
mum. Therefore, presuming that his symptoms 
have been caused by waste matters which should be 
got rid of through the kidneys, naturally enough by 
putting your patient to bed you diminish the output 
of those things; you diminish the manufacture of 
waste products. That possibly may not have struck 
you. The patient may get a very bad headache 
one night—so bad that he does not know how to 
get about. He has previously had slight head¬ 
aches and has taken no notice of them. These 
severe headaches mean that some of these products 
of his ordinary work are not being got rid of 
sufficiently rapidly. On the other hand, the severe 
headache may possibly mean a small meningeal 
haemorrhage, or even a small cerebral haemorrhage, 
and the increased blood-pressure may be the only 
sign of this haemorrhage. I had an absolutely 
typical illustration of that the other day, that of a 
man who died in about twenty minutes from being 
seized with intense headache, and it turned out 
that he had a small meningeal haemorrhage on his 
cerebellum. For acute symptoms, then, you put 
the patient to bed with the object of reducing the 
metabolism as low as possible. Now, how long 
will you keep a patient with kidney disease in 
bed ? I cannot lay down any very definite rule, 
but I would say this, that you had better keep him 
in bed while acute symptoms persist. That would 
be a fair working rule. Above all I do want to 
emphasize for you the fact that albuminuria is not 
an acute symptom, because I often get it stated in 
examination papers that the writer would keep the 
patient in bed until the albumen had quite dis¬ 
appeared from the urine. That is absolute non¬ 
sense : you cannot do it. But to keep the patient 
in bed while acute symptoms persist is a different 
tale. Now you may well ask me, what do I mean 
by acute symptoms ? Keep a patient in bed while 
his haematuria persists (taking, of course, the 
haematuria as a symptom of nephritis and not of 
stone). Of course, haematuria may result from 
tubercle or malignant mischief, but such a case is 
a surgical one, that is to say, not simple nephritis 
which we are now considering. So long as the 
patient has very bad headaches you will continue 
keeping him in bed. So long as there is very 
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severe vomiting keep the patient in bed. So long 
as diarrhoea, which you cannot.control, is present, 
keep him in bed. So long as anything in the 
nature of convulsions occurs, you will certainly keep 
your patient in bed. Now, one of the great sym¬ 
ptoms in connection with renal trouble is anaemia. 
Should you keep the patient in bed simply because 
of his anaemia ? I should say, No. The best cure 
for the anaemia in association with kidney disease 
is fresh air and sunshine. Iron has its place it is 
true, and we will speak of that when we come to 
talk about drugs. You will not cure the anaemia 
associated with kidney disease by keeping the 
patiejit in bed. Suppose the symptoms seem to 
more or less diminish, how long will you then keep 
him in bed ? If you want a figure from me in this 
respect, I would say not more than three to four 
w r eeks at the outside ; longer will not be good for 
the patient, no matter what chronic symptom or 
general feeling of not being well is present. So I 
have given you reasons why I put a patient with 
kidney disease in bed, how long I keep him there, 
and why. 

Now with regard to general measures, while the 
patient is in bed. By general measures I mean 
such things as bleeding, and cupping and sweating, 
and we will say a word upon those. Would you 
ever actually bleed a renal patient, one with high 
blood-pressure? My reply would be, No ; I never 
should unless it were a case of serum bleeding, by 
purgatives, and that comes under the heading of 
drugs. I should not wet-cup anybody over the 
loin. There is a little boy, as you know, in 
Hanbury Ward, and we are having him dry-cupped 
twice a day. I cannot say that it has done him 
very much good, but the rationale of it one can 
appreciate. You will remember that when talking 
to you about inflammation we found there was 
congestion and dilated vessels. The idea of dry- 
cupping is that you produce a reflex effect upon 
the renal arteries and reduce their calibre, or, at 
any rate, you reduce the pressure, and reduce the 
circulation through the kidney. In that way, also, 
you tend to relieve pain. I might have mentioned 
to you pain in the back. Pain in the back, which 
you will find rather emphasised in your bobks as a 
symptom of kidney disease, in my experience is 
practically non-existent in ordinary, what we may 
call medical, nephritis, that is, in nephritis as 
opposed to surgical conditions of the kidney—those, 
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that is to say, which require surgical interference. 
When pain does come it is of precisely the same 
origin as the pain of a whitlow, namely, tension. 
The kidney capsule is then on the stretch, and 
this stretching or tension of the capsule may be 
relieved by vascular reflex action of the cupping. 

Next let tis think of the sweating. We know that 
there is, in nephritis, an impaired function of the 
kidney, and therefore we call in to our aid, as far 
as we can, the other organs which will help the 
kidney’s function in getting rid of waste matter. 
The important one is the bowels, which will come 
under the heading of drugs, and then there is the 
skin. We have several ordinary methods of in¬ 
ducing perspiration quite apart from drugs. One 
may hesitate about giving spiritus aetheris nit., or 
liquor ammoniae acetate, pilocarpin, etc., until one 
has tried general means of acting on the skin. 
There is, for instance, the simple hot bath, that is 
to say, a bath of ordinary water at a temperature 
-of ioi° when the patient gets in, gradually 
increased afterwards to no° or m° if necessary. 
Let him remain in at its maximum temperature 
for, say, a quarter of an hour, or even longer if he 
feels comfortable; then take the patient out and 
dry him quickly with hot towels; then wrap him 
up in a blanket, with a sheet over it, and let him 
sweat. The hot water has produced a flush of 
blood to the skin, and the blood in turn has 
induced activity in the sweat-glands. Secondly, 1 
instead of water you can treat the patient with hot 
vapour of any description. And it is not difficult 
to rig up a hot vapour bath, even in a cottage, so 
long as they have some old tin pipe, or even a good 
thick piece of cardboard, so as to make an arch 
-over his body. You then want something in the 
nature of a metal pipe which will run from the 
arch down to the floor, and on the floor you put a 
lamp—an ordinary reading lamp will do. You then 
cover the patient up to the chin with the bed¬ 
clothes. Of course in a rich person’s home you 
can get a cradle to cover him, and hang inside as 
many electric heaters as .you like, so long as they 
are not touching the skin. Be sure that, in the case 
of a child, the mother does not cover up the face 
also, for then the child will be quickly suffocated, 
for of course the lamp is giving off C(X>, but that 
does not matter to the skin of the body. We have 
now induced free perspiration, the evaporation of 
which is Nature’s method of keeping the tempera¬ 


ture of the body at an even height. Remember 
you do not particularly want to reduce the tem¬ 
perature of a nephritis patient; as a rule he has 
nothing in the way of temperature to speak of; it 
is unusual for a patient with even acute nephritis 
to have a temperature above ioo°or ioi° F. for, at 
the outside, more than a day or two. In septic 
nephritis, surgical cases, the temperature may be 
much higher and for a longer time, and may want 
reducing, but remember an ordinary medical 
nephritis case does not particularly want his tem¬ 
perature reduced. What, then, will you do about 
his sweat ? If you let it evaporate, it will abstract 
heat from the body in the process. So take care 
to wrap up the patient with something which will 
absorb the sweat comfortably, and will not at the 
same time allow it to evaporate too quickly. That 
is done best by means of blankets; they are very 
much better than sheets, the reason being that you 
want a bad conductor of heat next to the skin, and 
at the same time something which will absorb the 
moisture. If only sheets were thick enough, they 
would be better absorbers of moisture than 
blankets. We use blankets in such cases be¬ 
cause they are bad conductors of heat, and will 
absorb the sweat quite quickly enough. You do 
not want the patient to lose heat rapidly. Perhaps 
you had not thought of the loss of heat when you 
sweated a patient, and you may not have realised 
what a serious matter it is for him to lose such an 
enormous quantity of heat. He must not be 
allowed to run the risk of chill—whatever a chill 
may mean. 

Now we must speak of diet. With regard to 
diet in kidney disease, you will find very much 
written by men, here, there and everywhere, who 
want to advertise their nostrums rather than to ust 
their common-sense. Quite obviously, while you 
have an acute nephritis you do not want to burden 
that kidney with any extra work which might be 
I thrown upon it by diet; I do not say it would, but 
it might. So, for certainly a period of time to be 
| measured by days, you would, in acute nephritis, 
or while acute symptoms are present, put your 
patient upon milk and water. By a few days I 
mean a number which shall not run into double 
figures—anything from five to nine days. Do not 
give a patient with any sort of kidney disease more 
than nine days of milk and water diet. You hear 
of people living on six pints of milk a day for six 



20 The Clinical Journal. J 


DR. F. J. SMITH. 


[ April 19,1911. 


months; if you come across such cases you had 
better ask them what they think about it. The 
patient’s views have probably never been con¬ 
sidered ; they have been told this is good for their 
nephritis, and they must take it. They may some¬ 
times go to heaven with healthy kidneys, but I j 
prefer to stay on earth with my kidneys slightly 
damaged. Supposing your acute symptoms are 
subsiding and you have come to the ninth day, 
what can the patient have then ? I would say, 
after some experience in the matter, ask your 
patient what he would like. Of course, I admit 
that in hospital we cannot do this quite literally; 
there must be a certain number of diets more or j 
less fixed. At the end, then, of the ninth day put I 


even reduce the quantity to 4 oz. at each meal. 
If the patient said he enjoyed that, but he did not 
have enough, I should allow him to have 5 oz. 
next time. Then with regard to tea, coffee, 
cocoa, what is the object of ordering either the 
one or the other ? Let the patient choose. But I 
will say this about diet, that I do not think you 
had better allow the patient to have any alcohol. 
I do not think alcohol does a damaged kidney any 
good at all. You may ask what is the reason of that ? 
I would say, in reply, that undoubtedly alcohol does 
affect the vessels, and the condition of the kidney 
vessels is an important point in regard to the 
disease of that organ. Alcohol by itself does seem 
to lead to a certain amount of vascular degenera¬ 
tion when indulged in immoderately, and it 
would be wiser to make your nephritis patients 
teetotalers, and advise them to keep so. Beyond 


the patient on to an ordinary diet, that of ordinary 
patients, who are not being specially dieted—that 
is to say, for breakfast, bread and butter and 
perhaps milk, perhaps tea, and an egg. For the 
mid-day meal a couple of ounces of meat or fish, 
with pudding and vegetables. For supper, again, 
bread and milk, or bread and butter, and, it may 
be, cocoa or something of that sort. That is, 
ronghly, what hospital patients get when they are 
not being dieted specially. But in the case of a 
private patient, who can have what he likes, I 
would say certainly, if he wdshes, let him have a 
little bacon for breakfast. What harm can a little 
bacon do to such a patient? If he has been 
having acute vomiting and still feels a little nausea 
he will not wish for bacon, he will tell you he does 
not think he has enough appetite for that. Let , 
patients have a word to say as to what they shall 


i the above fact it is only clinical experience I have 
to go by in recommending total abstinence. You 
may say to me that a patient does not get on with his 
diet and seems to get worse; will you alter it? I 
should say to you do not be in too much of a hurry 
1 to alter it. Obviously, if you allow a patient to 
j have some salmon, and it makes him sick and he 
1 feels blown out, you say, “ Why did you choose it ? 

You had better have no more if it disagrees with 
| the stomach.” But it will not disagree with his 
kidneys, because it cannot get directly to them. 
It has to get from the stomach into the vessels, 

I and then through the liver, and then it has to be 
I pumped along the renal artery before it gets to his 
kidney vessels. Patients tell you that the doctor 
has told them they must not have meat; they have 
been taught that meat eaten ip excess is harmful. 
The patient has excess of urea in his urine, and it 
is alleged that the conversion of that urea, or the 
picking of it out of the blood, is extra work for the 
kidney. I admit that possibly it may be. But I 
have never seen any indication of harm arising 


have. There is no ordinary article of diet which 


from the amounts of food I have mentioned. In 


I know of that can possibly upset the kidneys, qua 
kidneys. Salmon and cucumber and mackerel are 
not indigestible to everybody, especially • if the 
palate fancies them ; lobster is said to be very in¬ 
digestible, lobster salad especially. I doubt its 
being always so, and when it is it is an affair of the 
stomach, and not of the kidneys. If a person asks 
for lobster salad why should not he have it ? You 
cannot give a reason why he should not, but you can 
say it is not good for him, though, if you like ; but 
that is not a reason for forbidding the patient to 
have it if he hankers after it. The main thing 
upon which you must put a check is the quantity; 
the quality he can decide for himself. With 
regard to quantity, 5 oz. of ordinary solid food 
at a meal is sufficient, and three meals a day. 
You might lay that down as a rule, or you might 


the 5 oz. of solid food which I have told you about 
there would not be more than 2 oz. of meat, and 
perhaps 2} oz. of bread, and odds and ends of 
butter or biscuit or green vegetables. You see 
such a patient would not get more than 4 oz. or 
5 oz. of meat a day. And even granting that the 
kidney has some difficulty in throwing out its urea, 
you are not putting a heavy strain on it with that 
amount of meat. So leave the meat, game, fish, 
etc., entirely to the patient. Do not be bigoted in 
the matter of diet. It makes me cross sometimes 
to see the way in which patients are bullied in the 
matter of diet. I cannot forget the filthy stuff I 
had to eat and drink when I was down with measles 
as a boy. The gruel I had to eat was simply 
cruelty to animals, and I would have given a good 
deal for a drink of plain, cold water, but I was for¬ 
bidden it: it was said that it would be bad for me. 
Let patients have as much water as they like. 
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Lastly, we come to consider drugs ; and I think , 
drugs take almost the last place in treatment of j 
nephritis. Perhaps that is rather a severe state- i 
ment, because the kidney disease means he has I 
acute trouble arising from the lack of power of the 
kidneys to get rid of the waste products—call it 
uraemia if you like. And one tries by means of 
drugs to get at all events the bowels to help. 
Therefore, in the treatment of nephritis by drugs I 
we must put in the first place saline aperients, I 
might say all aperients. But I put saline aperients 
because they are most easily given, and commonly 
they are the safest and most efficacious; they carry 1 
off much* water and waste products. I do not 
think that there is much that is objectionable in 
misr. senna co. of the Pharmacopoeia. It is a very : 
good aperient, and if you are not satisfied with this 
you have at your back the whole ingenuity of the 
manufacturing chemist ready to supply you with 
saline aperients to order. There are the various 
mineral waters, one of the chief among which I 
should think is Hunyadi Janos. Even Kutnow’s | 
powders give the same effect and they are put 
up in a neat and handy form. You know what 
they are made up of—simply mag. sulph. and mag. : 
carb., put up in a nice, palatable form. Pulv. i 
jalapse co. you see ordered in the wards, and I 
have been using it as a routine measure. It never 
occurred to me until recently to ask what the 
patients thought of it—how they liked it. I asked 
the Sister, and she replied that they did not like it 
at all, and not infrequently it made them sick. I 
can believe that, because I do not think it is par¬ 
ticularly nice to take, and when chemists are so 
busy making up nice, palatable saline aperients, I 
do not see why you should give jalap to patients 
who can afford something else. Should you give 
mercury ? That raises the question whether syphilis 
ever gives rise to nephritis. I have seen one case of 
syphilitic nephritis, and perhaps they occur, but 
the change which syphilis induces in the kidneys * 
is more commonly lardaceous degeneration. I do j 
not think that there is any case in which you can | 
use mercury with advantage. I do not think I 
mercury does much good in these cases as it will 1 
in other forms of syphilis. I think you had better ! 
stick to your saline and not give the ordinary 
doses of mercury pill. We have spoken of the 
skin being made to act by heat; should I make j 
it act by drugs? Spirit, aetheris nit. is not at all J 
likely to damage the kidney, so I think you may j 
use it. The nitrite is the essential part; it merely ' 
acts on the arterioles and dilates them. So from I 
the point of view of the kidney there is no harm ! 
in giving this, mixed with liquor ammonia acetatis j 
and cardamoms. They will certainly help the skin, i 
and I think it is perfectly legitimate you should j 
give those drugs from the point of view of helping j 
the skin. Ammoniae acetas and citrate of potash \ 
or acetate of potash may be given, because they j 
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are definitely drugs which will help to stimulate 
the renal secretion a little without worrying the 
epithelium itself. What about the vascular drugs ? 
When your kidney is failing, not so much from its 
own epithelial troubles as from circulatory distur¬ 
bance, perhaps with a valvular affection of the 
heart, as in cirrhotic kidney, or when the capillary 
circulation generally is failing, there, of course, 
you have your digitalis, or caffein and strophanthus. 
These are all diuretics of great value when the 
anuria or the diminished quantity of urine is due 
to vascular as opposed to epithelial disturbance of 
the kidney. As to how you should give them, my 
own personal predilection is in favour of either the 
pil. diuretica cum hydrarg., /. e. a grain each of 
squill of digitalis leaves, and of pil. hydrarg., or else 
the fresh infusion of digitalis. I prefer the fresh 
infusion to the tincture. If you ask me what is 
the difference, I will tell you what I consider it to 
be. I look upon the tincture of digitalis as a spur, 
and the infusion of digitalis as a little whip. I 
think the tincture is digging the spurs into the 
horse’s side, and the other is a gentle stimulus to 
the heart, which can be continued for weeks if 
necessary; that is, not so much the kidney as 
the heart, and when it is vascular as opposed to 
epithelial trouble. There are many nice ways of 
giving caffein-—for instance, in hot coffee; tea, too, 
has the same effect. The objection to digitalis is 
the possibility of it making the patient sick. So 
if the acute symptoms run in a gastric direction I 
would not give digitalis at all, but caffein, and 
perhaps strophanthus, in the same comparative 
dose as digitalis. lastly, are there any drugs 
which will act directly on the epithelium of the 
kidney ? There are three. There is cantharides, 
and there are the essential oils, copaiba and cubebs. 
Those three act directly on the renal epithelium. 
I must honestly tell you I have never given a 
single dose of any one of those until the other 
day, when I ordered the small boy in Hanbury 
Ward two minims of the tincture of cantharides, 
and it is the first time I have ever given it in my 
life. It has produced no obvious effect on the 
boy one way or the other. 1 fear he is going 
downhill. 

Now with regard to the prognosis in nephritis, 
examine the organised elements in the dibris in 
centrifugalised urine If you find a large number 
of casts, your prognosis must, at any rate, be 
guarded. Watch the case carefully. If you find 
that those casts show a good deal of fatty change 
your prognosis will be very bad. I do not think 
the patient ever gets well. I believe that a large 
white kidney is invariably fatal, and I think large 
white kidney is an acute fatty degeneration. If 
the toxin which is causing the nephritis gives rise 
to acute fatty changes in the epithelium, I think 
the patient will die within a year. 

April ijth, 1911 . 
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REMARKS ON THE CLINICAL HISTORY 
AND TREATMENT OF THE LE8S 
OBYIOUS TYPES OF 6UMMATA, WITH 
RECORDS OF EIGHT CASES. 

By HENRY CURT S, B.S., F.R.C.S., 
Senior Assistant Surgeon to the Metropolitan Hospital, 
Kingsland Road, N.E.: Assistant Surgeon to the Sea¬ 
men's Hospital Society; and Joint Teacher of 
Operative Surgery at the London School 
of Clinical Medicine.* 


The typical tertiary syphilitic ulcer of the legs 
is an instance of gumma in the subcutaneous 
tissues or “cellular node,” and is the most 
common illustration, perhaps, of the great tendency 
of such growths to ulcerate. 

Another familiar situation for such lesions, in 
women especially, is the subcutaneous tissue about 
the front of the knee, or arising in the bursa » 
over the patella : and single or multiple ulcers in 
front of the knee are almost exclusively due to 
breaking-down gummata. The selection of such a 
site, in front of the knee, in women, is probably 
related to the performance of household duties, 
such as scrubbing floors. The occurrence of 
repeated slight injuries when kneeling frequently 
results in the enlargement of the pre-patellar bursa ' 
known as “housemaid's knee,” but should such 
repeated slight injury have preceded, or followed, 
specific infection, it is easy to understand why 
gummata in front of the knee should be more 
often met with in women than in men. 

Varicose veins in the legs also are more common 
in women than in men, perhaps owing to the defi¬ 
cient support provided by the feebler calf muscles 
in women, who have to stand a great deal when 
at work, but largely because of the back-pressure 
such as must be associated with habitual con¬ 
stipation and pregnancy. Venous stasis leads to 
eczema and varicose ulcers, and the lowered 
vitality of the tissues in such damaged limbs 
affords an explanation oi the text-book statement 
that tertiary syphilitic ulceration of the legs is I 
more frequently seen in women than in men. ! 
As you know, varicose ulcers occur in the most , 
dependent parts—the lower third pf the leg— ! 
whilst specific ulcers are more commonly seen above 1 

* A lecture delivered at the Dreadnought Hospital, 
Greenwich, in connection with the London School of j 
Clinical Medicine. 


this level. However, every one of us must have 
observed typical syphilitic ulcers in the lower third 
of the leg, and though these may occur inde¬ 
pendently of varicose ulceration, they are, more 
often than not, associated directly with, and 
superposed upon, as it were, varicose ulcers. 

The exhibition of iodides at once heals the super¬ 
posed syphilitic ulcters, while any coincident purely 
varicose ulceration may or may not improve. 

Case i is inserted merely as an illustration of 
these points. 

I shall allude again to this question of selection 
of site for the specific deposit later on. 

Just before it ulcerates, the skin over a super¬ 
ficial gumma is of mulberry colour, or of a purplish- 
crimson tint—crimson, with a suggestion of duski¬ 
ness ; and the deep, punched-out ulcer, when it 
has formed, with circular, or, by fusion with other 
ulcers, serpiginous margins, indurated base, and 
floor covered with characteristic wet-wash-leather 
slough, is familiar to all from earliest medical 
childhood. 

Quite otherwise, however, is the recognition of 
the more deep-seated, non-ulcerated, gumma, 
whether deposited in the skeletal or locomotor 
structures, the bones and the muscles, including 
the tongue, or in the more vital organs of the body,, 
the liver, the brain, etc. The discovery of many 
of these is in the nature of a surprise, pleasant or 
otherwise. 

The consideration of the history and clinical 
features of some of these rather less obvious forms 
of gummata, involving the deeper structures or 
organs, most of which happen to have come under 
my own observation, may serve to emphasise 
the value of keeping in mind the possibilities of 
such lesions, since in this way may be suggested 
an explanation where the question of diagnosis 
is difficult, or presents an element of mystery. 

The importance of the subject is my apology for 
including, for convenient mention, in the following 
series of eight cases a summary of two cases 
already recorded in detail elsewhere. A reference 
to the original report is indicated in each such 
case. 

The cases for conMderation comprise the follow¬ 
ing series * 

(i) Gummata about the knee and both shins in 
a patient with varicose veins. 
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(2) Gumma of pericranium and parietal bone at 
the seat of repeated injury, causing severe head¬ 
ache for years ; operation ; cure.* 

(3) Gummatous bursitis following injury, in a 
congenital syphilitic. 

(4) Acute syphilitic myositis. 

(5) A lingual gumma. 

(6) Gumma of the liver—a typical case, under 
the care of Prof. Sidney Martin, F.R.S. 

(7) Gumma of the liver, excised by Mr. R. J. 
Godlee. A second gumma of the liver adherent to 
the oecum, removed two and a quarter years later. 

(8) Gumma of the liver comfflicating amoebic 
liver abscesses.t 

A consideration of certain points in the dia¬ 
gnosis may not be out of place. 

(1) First and foremost, “ lest we forget,” never 
omit to inquire carefully not only as to the patient’s 
present occupation, but as to his past modes of 
employment. Though now, for instance, a farmer 
in a remote country-side, he may have previously 
been in one of the Services, or lived abroad. But 
let no occupation or social grade, high or low, 
cause you to disregard any otherwise well-founded 
suspicion of the specific nature of the lesion in 
question, since, directly or indirectly, even the 
absolutely innocent may become the victims of 
infection. Thanks to the acknowledged difficulties 
of common-sense parental education in these 
matters, and a foolish sentimentalism in regard to 
State legislation, which refuses to face alternatives, 
under certain circumstances, as I have said else¬ 
where, specific infection may almost be included 
in the list of Occupation-diseases. 

(2) Apart from the evidence provided by a clear 
history of infection, assistance is afforded by the 
presence of the scar of the primary sore, or of 
other well-known stigmata of the disease, in 
the eye, fauces, palate, pharynx, etc., and the more 
or less pigmented scars on the shins and elsewhere, 
due to breaking-down gummata, or by the naked- 
eye appearances already mentioned of the still 
unhealed ulcers. 

Of course, there may chance to be still present 
a superficial gumma, not yet broken down, which 

* Reprinted from a clinical leiture on ‘ Interesting 
Cases of Cranial Surgery' (Medical Publishing Co., Ltd.). 

i Reprinted from a clinical lecture on ‘ Liver Abscesses: 
Aetiology, Symptoms, and Treatment’ (Medical Publish¬ 
ing Co., Ltd.). 


will give a clue to the deeper-seated disease. The 
physical signs in such a superficial growth will be 
a smooth, rounded, disc-like, or more or less 
hemispherical tumour or nodule, say, in the sub¬ 
cutaneous tissue, more or less incorporated with 
the skin over it, which, as the disease approaches 
the surface, becomes of dusky purplish or plum 
colour. The node moves with the skin over the 
deeper structures unless these are also invaded. 

If the deeper structures are alone involved, the 
skin may at first be of quite normal appearance, 
and then moves freely over the muscle. But 
whether the gumma be subcutaneous or connected 
with the subjacent muscle, a dusky redness, oedema, 
and tenderness may be present and well marked, 
and this is increasingly so as the disease gradually 
approaches the surface. Later, the gumma tends 
to soften until fluctuation is distinct. This soften¬ 
ing is very characteristic, and is the result of a 
necrosis of the tissues, probably chiefly owing to 
the presence of the specific toxin, and, to a some¬ 
what less degree, to a deficient vascularity. The 
obliterative endarteritis, so often mentioned in 
text-books, is often noticeably absent in micro¬ 
scopic sections. This necrosis, so largely due to 
the destruction of the tissue-cells by the syphilitic 
toxin, is comparable with the degeneration of 
medullated nerve-fibres by diphtheria toxin, demon¬ 
strated, years ago, by Prof. Sidney Martin, F.R.S. 
In a gumma there is also, however, a well-marked 
hyperplasia of the connective tissue, beginning in 
the walls of the vessels, and tending to strangulate 
them. The cyst thus formed contains fatty granules, 
cholesterin, and, later, from secondary infection, 
pus; and, by breaking through the skin, an open 
ulcer is formed, possessing the well-known 
characters. 

(3) A history of syphilis may be absolutely 
wanting, or be stoutly denied, deliberately, or from 
a complete forgetfulness of symptoms and signs 
occurring many years previously; or from lack of 
observation, or from the incorrect diagnosis by the 
patient or his medical attendant; or from the very 
transient duration of the rash, sore throat, etc. 
Many such rashes are dismissed as eczema, acne, 
etc.; and everyone must have seen typical tertiary 
manifestations where no history can be obtained of 
infection or of secondary lesions. Again, we have 
all met with such manifestations where, though no 
history of syphilis can be obtained, gonorrhoea, 
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many years previously, is frankly admitted. The 
possibility of coincident, or subsequent, infection 
with the specific spirochaete may then not unfairly 
be entertained. 

(4) Another aid to diagnosis is a consideration 
of the region affected, for experience shows that 
the germ of syphilis, like that of tubercle, and pro¬ 
bably for similar anatomico-physiological reasons, 
exercises a selective action in its place of abode, 
certain regions or tissues being more frequently 
than others the seat of gummata. 

Generally speaking, making due allowance for 
the actual portal of entry, and the path of convey¬ 
ance through the blood-vessels or lymphatics, or, 
as in the case of the tetanus bacillus, along the 
sheaths of medullated nerve-fibres, such regions 
are selected because for some reason they afford 
areas of lowered resistance to invasion by the infec¬ 
tive agent, whether it be the virus of syphilis, of 
tubercle, etc. 

(5) A sub division of the previous heading, as 
providing a locus resistentice minoris , is a history of 
injury, such as repeated blows on the scalp or 
limbs, or strains of muscles, the irritation of lip or 
tongue by a pipe-stem or a jagged tooth, or a 
previous non-specific disease, especially if aggra¬ 
vated by intemperance in the use of alcohol. 

Jonathan Hutchinson, jun., # speaking of the 
bones involved most frequently in acquired syphilis, 
enumerates them in the following order : 

(rf) Nasal bones and septum nasi. 

(b) Hard palate. 

(c) Frontal and parietal bones. 

(d) Clavicles, femora, bones of forearm. 

(e) Sternum. Softening periosteal nodes on the 
anterior surface form the chief syphilitic lesion of 
this bone. 

He adds that “ with regard to these and other 
bones, syphilitic nodes are often situated at, and 
involve the attachment of, important muscles to 
the bone ; thus, the insertion of the masseter muscle 
to the lower jaw, the origin of the pectoralis major 
from clavicle, sternum, and ribs, the sterno-mastoid 
from the clavicle, the gastrocnemius from the 
femur, are all rather favourite sites for such nodes 
or gummata. The frequent strain of these muscles 
on the periosteum has very probably something to 
do with this fact.” 

* Treves’s ‘ System of Surgery,’ vol. i, 1895 ed., pp. 
409-410. 


Our Case 4—acute syphilitic myositis—will serve 
to fully illustrate this statement. 

The truth of this general principle as regards 
pyogenic organisms may be illustrated by the case 
of a Swedish master-carpenter under my care when 
| in Africa. His ribs on the left side were fractured 
I by a piece of wood flying off from a circular saw 
in motion, and a traumatic empyema supervened. 
This was drained and eventually healed. A year 
or so later, when again up-country, the occurrence 
of a whitlow necessitated disarticulation of a 
j finger of the left hand. The patient now returned 
I to my care with la recurrence of the left-sided em- 
I pyema. Examination showed the disarticulation 
I wound to be in a very septic condition, the cartilage 
J over the head of the third metacarpal lying detached 
I in the depths. With the successful treatment of the 
I septic hand the recurrent empyema at once rapidly 
1 healed. In this instance traumatism gave rise to 
an empyema, and, subsequently, haematogenous 
septic infection, from a whitlow, of a region where 
the vitality had been previously lowered, resulted 
j in a recrudescence of the empyema. 

This is in accordance with experimental bac- 
I teriology. Dogs exhibit a remarkable resistance 
1 to infection with the staphylococcus, but this 
| immunity disappears if, for example, a limb bone 
| happens to be broken, the seat of a fracture 
providing an area of lowered vitality and a suitable 
I nidus for the development of the germ. 

; As with septic germs, so for the tubercle 
bacillus. 

I Enlarged submaxillary and cervical lymphatic 
1 glands are commonly associated with carious teeth, 
or adenoids, and chronically enlarged, or septic, 
tonsils, or otorrhcea, or nits in the hair—nits 
causing irritation, leading to scratching, and thus 
| to septic lymphadenitis. Danger arises when such 
| a patient comes of tuberculous stock; for the 
I lymphatic gland thus chronically enlarged by sepsis 
| affords an area of lowered resistance, in which the 
tubercle bacillus finds a congenial environment for 
development, since the natural defensive mechanism 
of the part has been already damaged. I think 
there can be no doubt that we see but few cases of 
| tuberculous glands, in the neck now compared with 
I the great number observed some twelve or fifteen 
I years ago; and I attribute this improvement not 
I merely, or only, to improved hygienic conditions, 

I but very largely to early and wholesale removal, 
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especially amongst the hospital class of patients, of 
adenoids and chronically enlarged tonsils, so 
removing one great cause of chronic lymphadenitis, 
which, if not tuberculous from the first, eventually 
becomes so in those of tuberculous diathesis. 

As in the case with sepsis and tubercle, so is it 
with syphilis. 

Traumatism or disease in an organ or tissue, 
previous, or subsequent, to infection by the specific 
virus, may, and often does, determine the selection 
by the virus of that damaged organ or tissue for its 
development, resulting in the formation of a 
gumma. 

Out of eight gummata mentioned in the follow¬ 
ing series, it is interesting to note that at least 
three afforded definite evidence of previous injury 
or disease. In Mr. Ballance’s case, referred to 
incidentally, there is also a very instructive history 
of injury after infection with syphilis. 

In three other instances of cases of gummata of 
the liver, it will be noted that the patients had all 
resided in tropical, or sub tropical countries, where 
exposure to heat, fatigue, and chill, and indiscre¬ 
tions in diet, or a diet unsuited to the climate, 
especially alcohol, as you are aware, predispose to 
chronic congestion and enlargement of the liver. 
In the presence of malaria and dysentery, especially, 
these recurring attacks of slight hepatitis lead to 
necrosis of the liver-cells around the central vein, 
and a hepatic inadequacy destructive of the normal 
power of the liver of dealing with both toxins and 
microbes of a dangerous nature brought by way of 
the portal circulation from the intestines. 

Under such circumstances, infection with the 
amoebae of dysentery leads to amoebic liver abscess, 
so that one is not surprised that the Spiroclueta 
pallida of syphilis, alone, or when superposed upon 
infection by such amoebae, finds the liver peculiarly 
vulnerable, as in Case 6, and a suitable breeding- 
ground. 

(6) One of the most modern aids to diagnosis is 
the YY r assermann reaction, or fixation-of-comple- 
ment test. All I need here say about it is that 
a positive reaction is given in at least 90 per cent. | 
of the cases in the hereditary disease, and in the j 
secondary and tertiary stages of the acquired 
infection. Leprosy, and, some say, yaws and sclero- | 
derma,* also give a positive Wassermann reaction ; i 

* See a 11 Retrospect of Dermatology,” by Dr. Graham 
Little, Clinical Journal, February 15th, 1911. 1 


but these are comparatively rare diseases, and both 
. yaws and scleroderma, like general paralysis, are 
| now regarded by not a few observers as of syphilitic 
i origin. 

The practical bearing of the foregoing considera¬ 
tions is that should an apparently non-syphilitic 
| lesion, whether of traumatic or other origin, not 
yield to the appropriate measures usually employed 
in such cases, the slightest suspicion of syphilis, 
whether based on a clear history or other evidence, 
such as the presence of the well-known stigmata of 
1 the disease, or failing these, the admission of the 
possibility of exposure to specific infection such as 
is provided by an admitted previous gonorrhoea, 
should suggest the use of potassium iodide (with 
I or without the addition of liq. hydrarg. perchlor., 

1 to form the biniodide mixture), in rapidly increasing 
doses. 

I would emphasise the last words— iodide , in 
\ rapidly increasing doses —since the failure of small 
doses, e.g.y 5 to 10 gr., especially after only a few 
weeks' trial, has often led the medical attendant 
; wrongly to discard the diagnosis of gumma in 
, favour of the more serious view of malignancy, 
sometimes gravely compromising his professional 
i reputation in the eyes of the patient when the 
i true nature of the disease has been subsequently 
! recognised. I am convinced that if treatment were 
1 commenced by a 10 gr. dose of potassium iodide, 

1 and pushed to 30 gr. within ten days, not only 
i would there be practically no risk, but much more 
rapid cures would be achieved than occurs under 
the more timid procedure so commonly adopted. 

As large doses of opium seem to be safely 
tolerated where the condition really demands its 
use, so iodides in large doses, from 30 to 35 gr., 

; three or even four times a day can be rapidly 
; reached and continued for many days without the 
i occurrence of iodism ; whereas, curiously enough, 
a quite small dose of 1 to 3 or 5 gr. of iodide 
is much more commonly followed by iodism. 
Pushing the dose in such cases, strange to say, is 
the cure for such iodism, unless, indeed, there be 
a real idiosyncrasy. 

You are probably familiar with the fact that 
anti-specific remedies are far more efficacious if the 
patient can be kept in bed during their use. This 
old observation is especially important to bear in 
mind in severe cases, or if a specific lesion seems 
refractory to treatment. 
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Treatment by “ 606 ” is still sub judice . Though 
the outward signs of syphilitic lesions, both con¬ 
genital and acquired, may disappear after its use 
with marvellous rapidity, and its use be, therefore, 
very convenient at times, grave doubt has been 
expressed by some as to its permanent value in 
eradicating the disease. It should be noted, too, 
that the treatment is not without risk, at least 
fifteen deaths following its use having been 
recorded already. At present, therefore, it is 
safest to rely mainly on the biniodide mixture. 
Occasionally, as Corner* has recently recorded, 
hyperleucocytosis, produced by intra-muscular 


or five broken-down gummata, one evidently in¬ 
volving the patella. There were also typical 
pigmented gummatous scars occupying the lower 
fourth of the left leg, and the upper and lower 
fourths of the right leg. Infection seems to have 
occurred eight or nine years ago; the ulcers of the 
legs followed three years later, the gummata of 
the left knee commencing two years ago. She 
had had much kneeling to do, and having fre¬ 
quently to carry a heavy sack on her back, she 
had used the left knee as a point (Tappui on which 
to steady the load a moment when swinging it up 
from the ground.* 


Fig. 1.—Case 2. —Gumma of pericranium and subjacent parietal bone, with Z-shaped scar in the scalp ij in. 

in front of the parietal eminence. 



injections of phagocytin, may be successful in 
dealing with tertiary lesions refractory to potassium 
iodide; and “ 606 ” is also similarly efficacious 
sometimes under such circumstances. 

Cask i.— Gummata about one Knee and both Shins 
in a Patient with Varicose Veins. 

During the present month, February, 1911, at 
the Metropolitan Hospital, a woman, aet. 46 years, 
came to my Out-patient Department with marked 
varicose veins of both legs. She, however, only 
complained of the left knee, where there were four 
* Clinical Journal, February 15th, 1911. 


Cask 2. —Severe Headache , with Localised Tender¬ 
ness over scarred Left Parietal Region ; 
Trephining and Removal of I.arge Gumma of 
Pericranium and Eroded Bone beneath ; Cure. 

A man, aet. 38 years, who had been in the 
Mounted Police, was admitted under my care, in 
1905, for persistent severe headache of several 
years’ duration, and tenderness of the scalp, both 
referred to the left parietal region, where, on 
shaving, there were seen to be numerous linear 

* A second almost identical case, in a woman, is at 
present under my care at the Dreadnought Hospital, 
Greenwich. 
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scars, the result of blows on the skull received at 
various times. The scars together formed a figure 
like the letter Z, the lower bar of that letter forming 
a line ij in long, and running obliquely upward 
and backward, so as to lie about i| in. in front of 
the left parietal eminence (Fig. i). There was 
acute tenderness, especially marked at two points, 
located to the line of the scar, and at the lower 
anterior end of this a hard boss, more than J in. in 
diameter, and a depression, could be made out, 
appa~'** f, y in the skull itself. Beyond the head¬ 
ache and localised tenderness there were no 
symptoms pointing to intracranial mischief, such 
as vomiting, fits preceded by an aura, providing 



Fig. 2.—Gumma of the pericranium ; deep aspect. 

evidence of localised tumour, gumma, etc., such as 
numbness of the digits, “ pins and needles ” sen¬ 
sation ; there was no alteration of sensitiveness, 
and no wasting of any of the muscles. Vision was 
normal, but I have, unfortunately, no record of the 
state of the optic discs. 

The history and extensive scarring suggested a 
localised periostitis, with, perhaps, depression, or 
new formation, on the internal surface of the bone, 
and thickening of the meninges. 

Operation .—On turning down a flap of scalp, 
which included the linear scar already noted in the 
skin, the large circular gumma now exhibited (Fig. 
2), and, before shrinkage in formalin, the size and 
shape generally of an adult human patella, was seen 
involving the pericranium, the deep aspect of 


which was roughened and exhibited numerous 
punctiform apertures. The bone beneath was 
worm-eaten or eroded superficially, and as it was 
trephined I am able to show you the specimen 
(Vig. 3). 

The bone corresponding to the gumma, of great 
thickness and density from syphilitic sclerosis, was 
freely removed with a view to ascertaining the con¬ 
dition of the dura mater beneath. This appeared 
to be congested and considerably thickened, but in 
the absence of any evidence of cerebral syphilis, 
with the removal of the lesion in the pericranium, 
and treatment by iodide, it was hoped that complete 
relief would be afforded, and the dura was there¬ 
fore left intact. 



Fig. 3.—The portion of superficially eroded and much 
thickened parietal bone removed at the operation. 


On the day following the operation there was, 
for the first time for several years, no headache, 
merely the dull pain from operative interference. 
Potassium iodide was ordered. 

The patient was discharged on the seventeenth 
day quite free from pain and tenderness. There had 
been no headache since the operation. There was 
no subsequent recrudescence of symptoms whilst 
under observation for the next fifteen months. 

With the long history and advanced changes in 
the bone it is doubtful whether iodides alone would 
have effected a cure, and if a cure, a permanent 
one, pain often recurring locally cn omitting treat¬ 
ment. It is certain that operative measures, com¬ 
bined with iodide, produced the most rapid and 
permanent effect in the present instance. Necrosis 
of the outer table of the skull, leading to the for- 
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mation of a small sequestrum with suppuration ! 
around, has, in cases not operated on, resulted in | 
perforation of the skull and fatal meningitis, or j 
cerebral abscess (see fig. 84, vol. i, ‘Treves’ 
Surgery,’ 1895 edition). J 

Apropos of the case we have been discussing, in 
the ‘ Proceedings of the Royal Society of Medicine ’ 
for January, 1911, Mr. C. A. Ballance records an ( 
interesting case of gumma of the brain. The dura 
was found to be fused on its inner aspect with the 
arachnoid and pia, and, on cutting this away, a 
mass of putty-like material was seen extending into 
the substance of the brain behind the Rolandic 
fissure. The putty-like material, measuring about 
was removed, leaving a cavity in the brain j 
extending forward under the Rolandic fissure for 
about 1 in. The patient was ret. 26 years, and 
had had syphilis four years ago. A year later a brick 
fell on his head. Two years later symptoms of 1 
cerebral syphilis, such as I have hinted at above, 
appeared, which, as so generally happens in the 
case of a gumma in this organ, did not yield to 
potassium iodide and mercury administered for 
about six weeks. The operation was followed by 
an uninterrupted recovery. 

Experience at home and abroad leads me to 
believe that sometimes cerebral syphilis is ignor¬ 
antly, or, perhaps, charitably, diagnosed as “cerebral 
malaria.” Therefore, be on your guard in all such 
cases ; do not forget the possibilities, scrutinise the 
patient’s record, look about for the stigmata of 
disease other than malaria. This is a hint you 
will find of great use in obscure disease not only 
of the brain, but also of the liver, for during the 
examination of cerebral or abdominal conditions 
one is apt to lose sight of the shins, where “ the 
writing on the wall” may be so plain as to require 
no Daniel “to interpret, or dissolve doubts.” 

Cask 3. Gummatous Bursitis following Injury , 
in a Congenital Syphilitic . 

A man, set. 32 years, attended my Out-patient , 
Department at the Dreadnought Hospital, Green¬ 
wich, complaining of a painful swelling over the 
back of the right elbow, present for four months, 
consequent on a fall on that joint. There was 
also.pain on moving the upper arm, along its 
inner aspect, especially in its lower two-thirds, | 
where, on examination, a very tender epicondylar 1 
gland could be felt, enlarged to the size of a 
Spanish olive. 

Over the point of the elbow there was a hemi¬ 
spherical swelling covered by dusky, thickened 
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skin. It was soft and semi-fluctuating, and its 
base was distinctly indurated and adherent to the 
bone. Soft grating was detected over the adjacent 
triceps tendon, indicating some degree of teno¬ 
synovitis. 

There was a large pustule on the back of the 
olecranon. 

The swelling was clearly due to an enlargement 
of the bursa over this process, but the duskiness of 
the skin over it, and its indurated base evidently 
attached to the periosteum of the bone, emphasised 
the significance of the signs of hereditary syphilis, 
apparent the moment the patient had entered the 
room. He was stone-deaf, and the left side of the 
nose had fallen in, and he spoke with a “nasal” 
intonation. The angles of the mouth were scarred, 
and there were corneal opacities in both eyes. 
The upper central incisors had been extracted 
when the patient was sixteen years old, at which 
time he had had severe eye trouble; dead bone 
had also been extracted from the nose, some 
escaping through the front of the hard palate, 
where the depressed scar of a healed sinus was 
still visible, as also a sinus-like track leading 
upwards towards the nose through the base of the 
frrenum of the upper lip. 

Concluding the swelling on the point of the 
elbow to be an instance of gummatous bursitis, 
treatment by hydrarg cum creta, gr. ii ter die , 
and boracic fomentations, effected a remarkable 
improvement in four days. The patient said he 
felt much better, and the gumma was now seen to 
be flattened and much shrunken in size—drying 
up* in fact,—the bone beneath being easily felt, 
owing to the absorption of the indurated base of 
the swelling. Soft grating over the triceps tendon 
could no longer be detected. 

The epicondylar gland was reduced to the 
dimensions of a good-sized pea, and the elbow 
could be freely moved without pain in the upper 
arm. 

This case illustrates the fact that injury may 
determine the seat of a gumma, even in the heredi¬ 
tary form of the disease ; and this is not to be 
wondered at, since the Spirocfarta pallida teems in 
the body of such a person at birth. The eye 
lesions manifested later on, during adolescence, is 
proof that the infective agency is still very much 
alive; and I may remind you of the fact that 
Wassermann’s test is positive in almost all cases of 
congenital syphilis, and, as McDonagh says, appa¬ 
rently remains throughout life, irrespectively of 
treatment. Johnston Abraham, in a recent paper,* 
states that even after two years’ In-patient treat¬ 
ment by inunction, at the London Lock Hospital, 
children still gave an active Wassermann reaction. 
It is, in fact, well known that the Spiroclueta 
pallida is to be found alive and active in the lesions 

* “The Clinical Aspects of Juvenile General Paralysis, 
etc.,” 1 Lancet,’ December 31st, 1910. 
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both of congenital syphilis and in the late stages 
of the acquired disease. 

Case 4 .—Acute Syphilitic Myositis . 

The patient, a man, jet. 57 years, was at work 
as a cobbler on Tuesday morning, October 25th, 
1910, when suddenly, while doing some light 
levering, he felt “something go wrong” with his 
left shoulder, as though a rib had cracked, and at 
the same time there was great pain in this region, 
just below the centre of the left collar-bone. He 
continued to work throughout the afternoon and 
the next day (Wednesday), but then was obliged 
to give it up and take to bed. The local doctor 
treated him for about a week, some tabloids 
(? aspirin) and hot fomentations being employed. 
On November 2nd he was admitted to the large 
County Hospital in the same town, with his left 
arm carried in a sling, owing to pain referred to 
the region of the left collar-bone. On examination, 
the house-surgeon observed a swelling below the 
left clavicle; the skin over it was red, and there 
was a fair amount of cedema. All the disease 
seemed to be below the clavicle, and to involve an 
area of from 2 to 2^ in. in diameter. 

During the whole time when he was in this 
hospital the temperature was always up to ioo° F. 
in the evening, and down to about normal in the 
morning. 

There was no sugar or albumen in the urine. 

As regards syphilis, no history could be obtained. 
In reply to repeated inquiry the patient indignantly 
repudiated such an idea, and absolutely denied the 
occurrence of any primary or secondary lesions. 
He admitted an attack of urethritis, presumably 
gonorrhcea, twenty or twenty-five years previously. 

So far as was noted when in hospital, the left 
arm could be moved, but not quite freely, as doing 
so caused pain. 'The arm was therefore kept in a 
sling and bandaged to the side all the time the 
man was in hospital, and whether or not mobility 
increased or decreased was not ascertained. 

Aspirin, gr. v, thrice daily, and hot boracic 
fomentations to the upper part of the left chest, 
four-hourly, were ordered, with seemingly good 
effect; the redness almost disappeared and the 
pain became less. The skin still remained some¬ 
what cedematous, but there was not so much 
swelling as before the application of fomentations. 
These were left off after about a week, as the 
skin was becoming sodden, and then the redness 
recurred. A skiagram of the upper part of the 
left chest and shoulder was now taken; the 
apparent swelling of the left first rib (see x, skia¬ 
gram, Fig. 4), which, taken with the physical signs 
mentioned, led the surgeon in charge of the case 
to diagnose the condition to be sarcoma arising in 
the first rib, and inoperable. It should be empha¬ 
sised that only the left side of the chest was shown 
in this skiagram. 


In spite of the diagnosis, and quite correctly, of 
course, on this date, November 17th, a mixture 
containing potassium iodide, gr. x, and liquor 
hydrarg. perchlor., ^j, ter die , was ordered. This 
was continued until November 23rd, when the 
patient was discharged as inoperable from the 
hospital, but was given the same mixture for use 
I at home. 

At the time of his discharge the patient was 
well able to walk about, and complained of nothing 
except the pain in the region of the swelling. 
There was cedema and a little redness of the skin. 


1 


1 



Fig. 4.— Case 4.—Acute syphilitic myositis of the left 
sterno-mastoid and pectoralis major. The original 
skiagram, showing an apparent enlargement (x) of 
the left first rib, due to distortion, not to sarcoma. 


There was no sign of the region above the left 
clavicle being involved. 

Within a week of the patient’s discharge the 
doctor who had sent him into hospital reported that 
the swelling was becoming rapidly worse. The 
patient being anxious for operative treatment, if 
practicable, the facts of the case were brought to 
my notice on November 27th, with a view to 
excision of the left first rib. He was admitted 
under my care at the Metropolitan Hospital, 
Kingsland Road, for observation, on Saturday, 
December 3rd. 

On admission, the ’patient presented an 
“ earthy ” and anaemic appearance. There was a 
swelling over the upper three intercostal spaces on 
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the left side, extending partially over the left 
side of the sternum for the first two spaces 
or so. The whole of the skin of this region was of 
dusky red-purplish tint, pitting on pressure, the 
blood returning but slowly; it was acutely tender 
everywhere, more especially, perhaps, over the first 
and second ribs, at a point a little internal to the 
centre of the clavicle. The skin was felt to be 
infiltrated and tied down to the subjacent tissues, 
the upper three intercostal spaces being completely 
obliterated by an indurated mass involving the 
whole of the left pectoralis major, and, perhaps also, 
the corresponding intercostal muscles beneath. 
The induration, while involving the whole of the 
pectoral muscle, was more marked over the inner 
two-thirds. With the finger, the left half of the 
supra-sternal notch was found to be filled up, and 
it was impossible to pick up the origin of the left 
sterno-mastoid muscle from the sterno-clavicular 
joint region, owing to its evident infiltration with 
disease. The left supra-clavicular fossa was filled 
up with similar infiltration, and a gland the size of 
a haricot bean was easily felt at the outer part of 
the left posterior triangle, just ■ internal to the 
attachment of the trapezius muscle to the clavicle. 
No gland could be felt elsewhere jin the neck or in 
either axilla. The left deltoid muscle did not 
seem involved. 

The temperature on the afternoon of admission, 
December 3rd, was ioi‘2°F., the pulse-rate being 
121 per minute. 

The patient was unable to lift the left arm from 
the side, and passive movement, limited to 40 0 or 
50° at most, caused great pain, especially in the 
dusky area below the left clavicle. 

Sensation in the left arm was normal. Occasion¬ 
ally, however, the Senior House-Surgeon, Dr. 
Rutherford Smith, detected numbness in the area 
supplied by the ulnar nerve. 

The pupils reacted to light and accommodation. 

The right and left knee-jerks were equal and 
brisk. 

No trace of a primary sore or other evidence of 
specific infection could be discovered. 

The appearance presented was anything but 
reassuring, and no one could be blamed for hold¬ 
ing the view that the condition was one of rapidly 
spreading sarcoma, originating, perhaps, deeply. 

My colleague, Dr. Langdon Brown, reported 
that there was no evidence of invasion of the 
mediastinum, and Dr. Finzi’s skiagram sub¬ 
sequently confirmed the fact that the lungs were 
free from growth. 

Seeing the case on Monday, December 5th, and 
knowing of the previous use of potassium iodide 
in 10 gr. doses, I at once started the patient on 
30 gr. doses, with liq. hydrarg. perchlor. 5j thrice 
daily. By the following Thursday, December 8th, 
such improvement was evident that the man could 
raise his left hand forwards and upwards to the 


I level of the head. Lateral movement of the arm 
upwards and away from the side, however, was 
still very limited. Hot fomentations were now 
applied to the left chest, four-hourly. 

Meanwhile, I had arranged for a fresh skiagram 
of the entire chest to be taken by the radiographer 
of the hospital, Dr. Finzi, who had not heard of 
the picture of the left side of the chest taken in the 
country. Examination of the new skiagram (Fig. 
5) at once revealed the fact that the right first rib 
was, at least, quite as large as the left! It became 
evident to me that the apparent enlargement of 
| both first ribs was, therefore, due to distortion, 

I arising from what one may call a faulty perspective, 

1 from the position of the X-ray tube in relation to 
| the first ribs, the flat surfaces of which lie in an 
] oblique plane when the patient is being skia- 
! graphed in the usual recumbent attitude. Such an 
| appearance was, of course, quite familiar to Dr. 
Finzi, whose report confirmed the opinion that 
both first ribs were normal, and that there was no 
growth in the lungs. 

Even without the new skiagram, had the original 
picture, taken in the country, been shown to an 
expert skiagrapher, the apparent enlargement of 
the left first rib, on which the diagnosis of sarcoma 
so largely rested, would have at once received the 
satisfactory explanation I have offered ; and had 
both sides of the chest, not only the affected one, 
been skiagraphed in the country, no such fallacy 
could have arisen. 

The correct reading of skiagrams often requires 
considerable experience, and I feel it may serve a 
useful purpose to direct your special attention to 
this apparent enlargement of the first ribs so com¬ 
monly seen in skiagrams, and so well known to all 
1 radiographers, though it seems not to have received 
the publicity its importance deserves. 

Returning to the clinical features of the case, 
six days after commencement of treatment, by 
December 1 ith, the skin over the upper two inter¬ 
costal spaces, especially of the left chest, was still 
purplish, cedematous, and indurated, the induration 
being still very noticeable even over the outer half 
of the pectoralis major, though there was less con¬ 
gestion here than internal to the coracoid process. 

Active mobility of the arm steadily improved, 
especially in the forward and upward direction; 
the hand could be raised above the head on 
December 19th, but the arm could only be raised 
laterally in an upward and outward direction to 
within 30° of the horizontal. Passively, it could be 
brought to the level of the shoulder. 

On the same date, December 19th, nearly two 
months from the first symptom, the dusky skin 
over the left first costo-sternal articulation was 
observed to be thinned and definitely fluctuating, 
and there was tenderness here and over the second 
rib. 

Four days earlier, December 15th, inunction of 
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the left chest with ung. hydrargyri had been sub- . 
stituted for boracic fomentations, but stomatitis 
appearing after a fortnight, December 29th, both 
the inunction and the liq. hydrarg. perchloridi in 
the mixture were omitted, fomentations being again 
ordered, and the dose of potassium iodide, gr. 
xxxv, commenced on December 22nd, thrice daily, 
was now given four times a day. 

The outer part of the pectoralis major was still 
hard, but the skin over it was normal. The inner 
half of the left chest remained of a deep red 
colour and cedematous, but the patch of softening 
seemed diminishing in size. 

By January 3rd, 1911, or one month after active j 
treatment commenced, the arm could be raised 
nearly to the level of the shoulder, but dusky 
redness and cedema confined to the first two inter- 


of purulent-looking material did not occur until 
January 16th, when all tenderness disappeared. 

The patient, confined to bed for the sake of 
treatment, was first allowed up on January 10th. 

On January 17th, the stomatitis having disap¬ 
peared, liq. hydrarg. perchlor. 5j was added to 
the potassium iodide, gr. xxxv, and given four 
times a day. 

He was discharged on January 20th with direc¬ 
tions as to continuing the medicine. 

Weight .—For some years previous to the present 
illness the average weight, without clothes, was 
8 st. 12^ lb. (124J lb.). 

He commenced taking the biniodide mixture 
on December 5th, 1910. 

Weight on December 15th, 8 st. 3J lb. (115J lb.). 

„ January 4th, 1911, 8 st. 9 lb. 



Fig. 5. —Case 4.—Acute syphilitic myositis. Dr. Finzi’s skiagram of both sides of the chest, showing that 
both first ribs (x, X 1 ,) are equally distorted, not enlarged. 


costal spaces of the left chest internal to the left 
coracoid process were marked. The dusky area 
measured in a horizontal direction about two 
inches by two and a half inches. Below the first 
costo-sternal joint the fluctuating area already 
noted had somewhat increased in size, and here 
and above and external to it there was considerable 
tenderness. 

There was no longer any filling up of the left 
supra-clavicular space; the gland at its outer end 
could still be detected, though diminished in size. 
The infiltration at the origin of the left sterno-# 
mastoid had also diminished. 

The generally improved and healthy appearance 
of the patient was noticeable, and his weight 
rapidly increased. This is referred to subsequently. 

A week later, on January 10th, two yellow spots 
appeared in the softening area, but actual discharge 


Weight on January 12th, 9 st. 

„ „ 19th, 9 st. lb. (134$ lb.). 

So that you will note that whilst taking huge 
doses of what is generally considered to be a de¬ 
pressing medicine, this patient not only vastly im¬ 
proved in his general appearance, so that his 
complexion, previously earthy and anaemic, or, as 
one observer termed it, “ septic, ” now presented 
the picture of health, but his weight increased by 
18J lb., or ioj lb. beyond what had been his 
average weight before the present trouble. As in 
another case to be related, the remedy not merely 
cured the disease, but improved the general meta¬ 
bolism of the body. 

From a perusal of the temperature chart (Fig. 
6) you will see that the temperature remained up 
at, or above, ioo° F. at nights for a month before 
admission, and for two weeks subsequently; and 
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for three weeks more it kept up to 99 0 F. Only presented a remarkably healthy appearance, and 

during the patient’s last fortnight in hospital did I his weight had further increased by 6£ lb. (10 st. 
the evening temperature fall below 99 0 F. So that, i£ lb., or 141^ lb., without clothes). The skin of 

after reviewing the clinical features of this case, the chest was now perfectly normal, the broken- 



Fig. 6. —Temperature chart of Case 4.—Acute syphilitic myositis. 

you will probably agree that one is justified in j down gumma having firmly healed and become 
diagnosing the condition as that of “ acute syphi- j merely a depressed scar. The induration previously 
litic myositis.” noted in the sterno-mastoid and pectoral muscles 

Subsequent note .—April 4th, 1911 : When seen ; had completely disappeared, 
to-day, the patient, who had continued to take the April 17th, 1911. 
same large doses of biniodide until a fortnight ago, (To be concluded.) 
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A CLINICAL LECTURE 

ON 

GANGRENOUS CHOLECYSTITIS. 

Delivered at St. Bartholomew’s Hospital. 

By H. J. WARING, M.S., M.B., B.Sc., F.R.C.S., 
Surgeon to the Hospital; Consulting Surgeon 
to the Metropolitan Hospital. 


Gentlemen, —To-day I propose to discuss with 
you the subject of gangrenous cholecystitis. This 
j is not a very common affection, but recently I have 
had a patient in the hospital suffering from this 
condition, and as she presented most of the impor¬ 
tant clinical symptoms and was a very good illustra¬ 
tion of the disease I thought it advisable to bring the 
I case before you for consideration. Several names 
I have been given to the disease, the best being 
gangrenous cholecystitis. It is, however, also 
known as acute suppurative cholecystitis with gan¬ 
grene, and as acute phlegmonous cholecystitis, or 
simply gangrene of the gall-bladder. Although 
known by all these names, gangrenous cholecystitis 
is the most suitable, since it conveys, in my opinion, 
a better idea of the true nature of the affection 
than any other name. 

Before giving you the detailed history of the 
patient, I will mention one or two points in con¬ 
nection with the pathology of the condition, so 
that you may better understand matters as I 
proceed. Gangrenous cholecystitis may be defined 
as an acute infectious disease of the gall-bladder 
caused by pathogenic micro-organisms, and usually 
occurring in connection with cholelithiasis. It may 
occur also after an attack of typhoid fever, influ¬ 
enza, or any acute septic disease, and especially 
after an inflammatory condition of the intestines. 
The patients often state that they have previously 
suffered from 4t gall-stones,” or periodical attacks of 
pain, etc., which resemble those due to the presence 
of gall-stones in the gall-bladder. Jaundice may 
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or may not have been a prominent symptom. The 
patient, a woman, 9et. 44 years, when she came 
under observation stated that she had suffered 
from periodical attacks of pain, that is to say, abdo¬ 
minal pain, mainly located in the right hypochon- 
drium. The attacks had occurred at intervals for I 
the past twenty years, which is a very long history. j 
She herself attributed the onset of these attacks of 

1 

pain to a miscarriage which she had twenty years 
ago. I did not attach much importance to that : 
it is merely the patient’s own statement. The 
attacks of pain came on at varying intervals, and 
were said to have occurred mainly in the upper 
part of the abdomen and to have been located on 
the right side. On one or two occasions they 1 
were either associated with or followed by slight j 
jaundice, but there does not appear to have been I 
any very deep jaundice. Such was the history. She 1 
came to the hospital and stated that four days pre- | 
viously she fell down on the floor in consequence of 1 
the severity of an attack of abdominal pain. If that 
statement is correct it must have been a very 
acute onset of pain. Apparently it soon improved, 
because she did not arrive at the hospital for ! 
another four days from the occurrence of the j 
attack. On admission she was found to be a stout 
woman, presenting a slight yellowish discoloration 
of the skin —in other words she was slightly jaun¬ 
diced. Her temperature was 101*2° F., pulse 100 
to 120 ; her tongue was furred and breath offensive, 
and she stated that she was constipated. Those 
are the characteristics of acute infective conditions 
associated with a high temperature. On examina¬ 
tion, however, it was found that the abdomen was 
distended. It moved to a certain extent with 
respiration, but only slightly. The movements 
were more free on the left side than on the right. 
On palpation a swelling could be felt in the right 
hypochondrium and in the adjacent part of the 
epigastrium, extending downwards for some distance 
nearly to the level of the umbilicus. It w;is 
difficult, however, to ascertain the exact lower 
limit of the tumour owing to the rigidity and 
tenderness of the patient’s abdomen. Apparently 
it was a little above the umbilicus when she was j 
fust examined. On further investigation it was 
found that this swelling practically did not move 
with respiration : it moved downwards a little, but 
not very much. This was when she first came to 
the hospital, and is a point of importance. On 


palpation of the abdomen it was found that at two 
* places well-marked pain was elicited on pressure, 
the first at a point immediately below the centre 
of a line drawn from the ninth costal cartilage on 
the right side to the umbilicus. The pain was 
very acute and localised. The second point at 
which pain was elicited, and more easily, was 
immediately below the ninth costal cartilage in the 
right hypochondrium. This pain was described 
by the patient as of a low, sinking character. If 
one pressed firnily at that point she felt sick, and 
it was accentuated by lifting the liver forwards and 
pressing downwards. I shall refer to the impor¬ 
tance of these painful areas later. The diagnosis 
was made that the patient was suffering from gall¬ 
stones or cholelithiasis, and that the stones were 
in all probability in the gall-bladder. In addition 
to that one made this further diagnosis : that the' 
gall-bladder itself was in a state of inflammation, 
so that the complete diagnosis was that the patient 
had cholelithiasis, gall-stones in the gall-bladder 
and cholecystitis. Immediately she came under 
observation—I did not see her then—her chart 
was taken, and I show it to you* Her tempera¬ 
ture was 101*2° F. when she first came in, and 
then it rose to 102*6° or 102*8°, and then came 
down to subnormal—that is to say, 97° And there 
it remained. When transferred to the surgical 
side that was the condition of affairs. I he pulse 
was 88 and 80. And as regards the abdomen, the 
swelling which had been felt was found to be more 
distinct, and to mo\e upwards and downwards 
more definitely with respiration. But there was 
still tenderness on pressure in the two places I 
have mentioned, and it was must marked when I 
saw her at a point half-way along a line drawn from 
the umbilicus to the ninth costal cartilage. Having 
concurred with the diagnosis made on the medical 
side, we were in a position to consider what 
ought to be done. I recommended abdominal 
exploration in the hypochondriac region, exposure 
of the gall-bladder, and dealing with the condition 
according to the local indications when the ex¬ 
posure had been made. This was done, and the 
operation which was carried out was as follows : 
A vertical incision was made in the position I 
have marked out in this patient, 5 in. long, is in. 
to the right of the middle line, commencing at the 
lower margin of the eighth costal cartilage, and 
extending down to the level of the umbilicus. It 
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was a long incision on account of the obesity of 
the individual. The strata of the abdominal wall 
were divided, and. when the peritoneal layer had 
been exposed the extra-peritoneal tissue was found 
to be markedly oedematous. That indicated 
suppurative inflammation in the immediate neigh¬ 
bourhood. The parietal peritoneum was carefully 
divided, and the swelling which had been felt on 
palpation was found adhering by lymph to the 
anterior abdominal wall, and appeared to be the 
gall-bladder considerably distended with fluid. The 
lower part of the fundus of the gall-bladder was 
also found to present several superficial sloughing 
areas. The parts around were carefully packed 
with aseptic pads so as to prevent contamina¬ 
tion of the adjacent part of the peritoneum and 
the fundus of the gall-bladder was incised for 
a distance of ij in. Several ounces of foul¬ 
smelling purulent material were evacuated, and five 
large gall-stones were taken out, and then with a pair 
of forceps I pulled out in one piece a cast of 
the interior of the gall-bladder, which apparently 
was the entire mucous membrane, which came 
away as a slough. Now we were able to extend 
our diagnosis. Originally we said it was chole¬ 
lithiasis with gall-stones in the gall-bladder and 
cholecystitis. We now went further and said the 
patient had cholelithiasis, gall-stones in the gall- j 
bladder, and gangrenous cholecystitis. The gall¬ 
bladder was irrigated so as to get rid of purulent 
material, debris, and so on. Then the parts around 1 
were further investigated, and I discovered imme¬ 
diately below the fundus, where the grey sloughing 
area could be seen, that between that and the 
upper part of the transverse colon and the great 
omentum was an abscess containing 2 oz. of foul¬ 
smelling, purulent material. This, in its turn, was 
evacuated and the cavity irrigated. The second 
part of the operation consisted in fixing the margins 
of the incision in the gall-bladder to the peritoneal 
and deep muscular strata of a portion of the abdo¬ 
minal incision, the upper portion being closed 
and the lower portion left open to a great extent 
because there was an abscess cavity between the 
lower part of the gall-bladder and the great omen¬ 
tum and the upper part of the transverse colon. 
Before suturing was carried out all the parts 
around were thoroughly irrigated and the other 
portions of the biliary ducts were examined, that 
is to say, the cystic duct, which leads from the 


gall-bladder to join the common hepatic duct, and 
the common bile-duct itself down to the duodenum. 
They were found to be free—that is to say, there was 
no sign of swelling in that region, no lumps or hard 
substances in the interior of the ducts. The only 
thing noted was that there were one or two slightly 
elongated bodies in the gastro-hepatic omentum, 
which were diagnosed as enlarged lymphatic glands. 
The margins of the incision in the gall-bladder were 
sutured to the part of the parietal incision, and the 
lower portion left open so as to allow drainage of 
this abscess cavity. A rubber tube was passed 
down and the abscess cavity packed with a large 
strip of gauze, and in that way free drainage was 
established. As regards the further course of the 
case there is not very much to be said. For the 
next two or three days there was much foul, 
l purulent discharge, but that soon quieted down 
and became clean ; much bile came out and 
gradually the large abscess cavity closed up, and 
finally, about six weeks after the original operation 
was done, the patient was discharged practically 
well. The only thing which gave a little trouble 
was that one of the sutures irritated, and there was 
j difficulty in getting it out. This is a very typical 
account of this disease ; there are one or two points 
I want to draw your attention to. 

First of all with regard to the causes of the 
disease. In the majority of instances this disease 
occurs in connection with gall-stones in the gall¬ 
bladder associated with septic infection. As to 
where the infection comes from it is difficult to 
say. I think that in most cases it is an ascending 
infection from the alimentary canal. It may also 
occur in other ways. As regards the nature of the 
infection, in the patient I am alluding to cultiva¬ 
tions from the fluid in the gall-bladder were found 
to contain the Bacillus coli communis and Staphylo¬ 
coccus pyogenes aureus . These are the common 
varieties of micro-organisms met with of this some 
i what rare disease. Cases are on record where this 
disease has occurred after typhoid fever, and the 
1 cultures which have been obtained have been found 
to be pure cultures of the typhoid bacillus. I have 
! not had experience of pure cultures myself; the 
cases I have operated upon have been mixed infec¬ 
tions. The disease occasionally follows an acute 
attack of influenza. The other causes are any 
I acute catarrhal condition of the intestines, or an 
infective or septic process elsewhere. 
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With regard to the varieties of the disease, there 
are two : first of all there is what may be called 
the acute gangrenous variety, where the disease 
comes on very quickly, and the greater part of the 
gall-bladder becomes gangrenous. The second 
variety is the subacute, and that is the form which 
we have had to-day. You will all have noticed 
that the symptoms in this condition very much 
resemble those at the onset of acute gangrenous 
appendicitis. That disease may be to all intents and 
purposes compared with it. The pathology of the 
two conditions is practically the same, and the 
symptoms are similar. First of all there is abdo¬ 
minal pain ; in the disease we are speaking of it is 
above the umbilicus and becomes localised in the 
right hypochondrium. In appendicitis it is gene¬ 
rally first of all in the region of the umbilicus, and 
then it becomes localised at a point halfway 
between the anterior superior iliac spine and the 
umbilicus. In this disease it is halfway between 
the right costal margin and the umbilicus, and 
associated with deep-seated tenderness in the 
hypochondriac region. The onset is sudden in both 
cases, and in both cases it is associated with the 
formation of purulent matter, and in both it is 
associated with gangrene of an organ. The 
other symptoms, in addition to what I have 
mentioned, are practically those of acute peri¬ 
tonitis involving the upper part of abdomen : 
rigidity, vomiting, high temperature, quick pulse, 
marked leucocytosis as a rule, but in a certain 
number leucocytosis is not marked. In this patient 
I have referred to it was not marked. In some of i 
the worst cases of acute gangrenous appendicitis [ 
there is practically no leucocyte reaction. And 
so it is in this disease. With regard to the occur¬ 
rence of jaundice that may or may not be present, j 
It depends on, first, whether there is any inflam- 1 
matory condition of the mucous membrane lining 
the intra-hepatic bile-ducts, or the common bile- 
duct, or whether this disease is associated with* 
gall-stones in the common bile-duct. In the 
patient I have referred to it was not. Rigors 
occur as a rule in the early stages, and this patient 
lias said that on the day after admission she felt 
cold. But as far as I can make out she did not 
have a definite rigor. Very often they do. 

As regards the diagnosis, the first thing I would i 
impress upon you is its similarity in many respects 
to an acute attack of appendicitis. That is the 


j disease for which it is most likely to be mistaken. 
The pain in gangrenous appendicitis is most 
often felt below the umbilicus. In appendicitis 
1 it is halfway between the anterior superior spine 
j of the ilium and the umbilicus. Occasionally, 

| where there are developmental errors in regard to 
j the appendix one may be very much led astray in 
connection with appendicitis. Some two or three 
years ago I had a patient in the hospital who 
had apparently a typical attack of cholecystitis, ? 
gangrenous. It was acute, and the pain was 
localised in the part I have mentioned, except 
j that it was mainly in the right hypochondrium. 
Abdominal exploration was carried out in the way 
I have mentioned, and the gall-bladder was found 
j to be normal as regards the main portion of it. 
But on further examination the appendix was found 
to be adherent by its tip to the inferior aspect of 
the fundus of the gall-bladder. It is the only time 
I have seen the vermiform appendix attached in 
that way to the under-aspect of the gall-bladder. 
The caecum was higher than it should be, and 
there were adhesions between the two. The 
I appendix was removed through an incision, which 
I sounds absurd. Other diseases which you might 
have to diagnose it from are, in the main, rupture 
of the gall-bladder in connection with either gall¬ 
stones or empyema of the gall-bladder, or from 
any other cause, or from perforation of some part 
of the alimentary canal, either stomach, duodenum, 
or colon, as those are the three structures in that 
region. They cause many of the symptoms, and 
are similar to those of gangrenous cholecystitis. 
Peritonitis is one, but there are points which 
enable one to distinguish them as a rule. In per¬ 
foration of either stomach, duodenum, or colon 
you will generally find on careful investigation 
evidence of free gas in the peritoneal cavity, and 
that is not present, as far as I know, in gangrenous 
cholecystitis. And the other point of importance 
is that the pain in those cases is not so much 
localised to the right hypochondriac region. There 
are cases of gangrenous cholecystitis in which 
peritonitis has been well established when it is 
impossible to make a definite diagnosis. All one 
can say is the patient has acute peritonitis com¬ 
mencing in the right hypochondriac region and 
extending. The proper treatment in cases of this 
kind is abdominal exploration through a median 
incision ; and one does not, therefore, go far wrong 
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if the case should ultimately prove to be chole¬ 
cystitis, except that it is not so easy to bring the 
gall-bladder into a median wound as into a right 
lateral one, and it may be therefore necessary to 
make a second incision. 

With regard to the pathology of the disease, 
presumably in a certain number of cases gangrene 
of the gall-bladder is due to thrombosis of one or 
more of the blood-vessels of the gall-bladder. The 
gall-bladder is very well supplied with blood, both 
from branches from the cystic artery and from 
vessels which supply the liver. On this account 
acute gangrene of the gall-bladder is less frequently 
met with in cases of cholecystitis than gangrene 
of the vermiform appendix in cases of appendicitis. 
The appendix is supplied mainly by one artery, 
and if that vessel is thrombosed the appendix 
becomes gangrenous. Another cause of gangrene 
is what I suppose one may call chemical, that is 
to say, the products of the bacterial infection of 
the gall-bladder are so virulent that they destroy 
the parts around. In the case I have referred to 
the septic products were so virulent that they did 
destroy it. Another point is occasionally brought 
forward in connection with the occurrence of 
gangrene of the gall-bladder, although I do not 
think it is of much importance, and that is where j 
the cystic duct has become blocked with a gall- 
stone and the gall-bladder has become enormously 
distended. Fluid has been secreted within, and it I 
cannot get out, the distension being so great that 1 
gangrene results. I do not think these cases often 
become gangrenous, but some people have drawn 
attention to them, and they have to be considered. 

I now come to the question of treatment. In 
this disease, as in many others, one may be inclined ! 
to say the first thing is the diagnosis, the second is | 
the diagnosis, and then comes the treatment. I 
say that because it is very essential you should j 
make a diagnosis before deciding what line of j 
treatment to carry out. Treatment, of course, may j 
be considered under two headings—first, medical 
measures, and secondly, surgical. The medical 
measures, in the main, are those (or the relief of 
pain, and that is why I laid particular stress on the 
diagnosis. Try and make a diagnosis first, before 
adopting what may be called the humane medical 
measure of giving morphia to relieve the patient’s 
severe pain, because if you give morphia before you 
have bad a reasonable opportunity of making a 
diagnosis in all probability the severe symptoms 
will have passed off or become marked to such a 
degree that you cannot make a diagnosis until it is 


with many acute abdominal diseases associated 
with pain. Having made the diagnosis the treat¬ 
ment is surgical and fairly straightforward. It may 
be summed up in these words : Incision, evacua¬ 
tion, drainage in the majority of cases. That is to 
say, an incision is made over the gall-bladder region, 
commencing at the lower and outer margin of the 
eighth costal cartilage and extending downwards 
vertically four or five inches ; that will divide the 
abdominal wall and expose the gall-bladder. When 
that has been exposed the parts around must be 
protected, and the gall-bladder incised, the purulent 
contents evacuated, with any gangrenous material, 
gall-stones, debris, etc., and then drainage must be 
established. I say, in the majority of cases, this 
is the safest method of dealing with these cases. 
If, however, you meet with one of the cases where 
the entire gall-bladder is absolutely gangrenous it 
must be removed, the operation of cholecystectomy 
being performed. But most of the cases of gan¬ 
grenous cholecystitis are subacute, and there is 
only gangrene of portions of the gall-bladder. This 
is in opposition to what occurs in connection with 
| appendicitis. That difference is explained by the 
fact that the gall-bladder has a freer blood supply 
from the cystic arteries and other vessels. There¬ 
fore it is safer in most instances to adopt incision, 
j evacuation, and drainage of the gall-bladder. If 
I you meet with these cases early in the majority a 
I cure may be effected by the adoption of prompt 
surgical measures, and if you meet with them late 
the majority, whatever you do, will die, because the 
disease is a very serious one ; the micro-organisms 
causing it are virulent, and by the time the surgeon 
comes on the scene acute general peritonitis is 
established. Some years ago I operated upon a 
patient who had acute gangrenous cholecystitis and 
in whom the gall-bladder and cystic duct were gan¬ 
grenous. The patient was a man, jet. 45 years, who 
had this acute condition, and owing to the extensive 
gangrene I removed the gall-bladder and the cystic 
duct. This operation was followed by acute 
general peritonitis, and the patient died two days 
afterwards from acute septic poisoning. There was 
not much to see post-mortem, except around the 
seat of the operation. It is worth remembering in 
these cases that the prognosis is very fair in sub¬ 
acute cases which are submitted to early treatment. 
In the very acute cases, if you get them quite early, 
the prognosis is good, but if you do not get them 
early the prognosis is bad. 

These are some of the main points which I 
wished to bring before your notice concerning 
gangrenous cholecystitis, especially as I have just 
had a patient in the wards with this condition 
whom many of you have seen. A most essential 
point with regard to treatment is—do not give 
morphia before you have made a diagnosis, other¬ 
wise you will not be able to do it correctly. 


perhaps too late. The same holds in connection | April 24M, 1911. 
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A CASE OF CARCINOMA OF THE 
RECTUM.* 

By EDRED M. CORNER, M.A., M.B., B.C., 
F.R.C.S., 

Surgeon and Lecturer to St. Thomas’s Hospital 
and to the Children’s Hospital, Great 
Ormond Street. 


Points Discussed : 

(1) Its situation. 

(2) The benefits of colotomy. 

(3) The operation. 

(4) Post-operative treatment. 

(5) Sphincteric action and primary union. 

(6) Inflammation of the growth. 

(7) Preliminary colotomy. 

The patient is aet. 44 years, and he came to St. 
Thomas’s Hospital a few*weeks ago because of 
rectal pain and obstruction due to carcinoma. 
That carcinoma was, unfortunately, in a difficult 
position to allow of its removal, the difficulty being 
that it was situated on the anterior wall of the 
rectum, so that it quickly became adherent to the 
prostate and base of the bladder, and although 
even now the tumour does not extend all the way 
round the bowel it has become adherent to the 
prostate and the bladder. The man was very 
anxious, indeed, to have a radical operation done 
for the removal of the growth. When he was ! 
examined first of all, owing to the adherence to ^ 
the prostate- and base of the bladder I did not i 
think it was possible to remove the growth, so he j 
was recommended to have a colotomy done. My I 
reasons for this were to relieve the pain and the 
intestinal obstruction, and to improve his general 
well-being. A colotomy does a tremendous amount 1 
for these people, because it not only relieves their 
pain and obstruction, but it teaches us a very great 
clinical lesson. If a colotomy is done on such a 
case as this, after the operation is done it is found 
that the man improves in health, eats better, sleeps ! 
better, has infinitely less pain, puts on weight, and 
improves greatly in general well-being. The lesson 
is that after a colotomy the patient will improve in 
all these respects, and that improvement takes 
place, although the original trouble, the cause of 
the obstruction, the carcinoma, is untouched. So I 
the bad symptoms, the cachexia and the pain, are ! 

* Demonstrated at the Polyclinic. 


not due to the growth of the carcinoma, the original 
cause of the obstruction, but to toxic absorption 
from the bowel above that obstruction. Colotomy 
relieves the patient from the intoxication and the 
obstruction, leaving the growth of the carcinoma 
unimpeded. 

There are two things which I want to tell you 
clinically about the operation: the method of 
doing it and the care of the colotomy afterwards. 
The first is as to the way in which I have found it 
wise to do the colotomy, as in this case. You will 
remember that in the past it was the custom to 
simply suture the bowel to the wound ; and two or 
three days later to open it. There were dis¬ 
advantages about that, such as the obstruction 
not being relieved. With the introduction of these 
glass tubes, which are known as Paul's tubes, it 
has been found possible to open the bowel and 
relieve the obstruction immediately without en¬ 
tailing the risk of peritonitis. That is what was 
done in this case.. A common method of doing 
this is, as I show you in a rough sketch, to put a 
glass rod through the mesentery and divide the 
bowel across and put a Paul’s tube in at either end. 
You will see that when the bowel is divided the 
mesentery is also partially divided, and this glass 
rod may be only held by a little shred of tissue. 
And there is a possibility of the bowel not being 
held in position with sufficient strength, so that it 
may drop back. It is true that the bowel is 
fastened to the fascia and to the skin by means of 
stitches, but faecal material passing over the stitches 
causes them to cut through quickly, and there is 
no firm healing. So I made a modification to try 
and meet these disadvantages. I have done this 
modified operation many times, so I can tell you 
what are the advantages of it. The modification 
is a very simple one. Instead of using one glass 
tube I use two; and when the mesentery is divided 
the division is between them, and there is a glass 
rod on either side, which holds the bowel in 
position and obviates any fear of its dropping back. 
The ends of the glass rods are covered with rubber 
tubing, and the openings of the two ends of the 
bowel lie on either side of them. The arrange¬ 
ment suspends the bowel outside the abdomen 
surely and firmly, allowing no possibility of it 
dropping back, and enabling the surgeon to put 
Paul’s tubes in either end of the divided bowel. 
The continuity of the bowel is completely broken, 
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and no faecal matter can pass the colotomy. More¬ 
over, the rectum can be syringed freely from the 
artificial opening. 

1 he second point I would draw your attention 
to is this. It has been urged against colotomies 
that they are very uncomfortable operations, and 
that they render the patient smelly and offensive 
to themselves and others. This can, I think, be 
very largely prevented or alleviated. In the first 
place, I never, if I can possibly avoid it, order 
what is called a colotomy belt. The ordinary 
olotomy belt, as sold by the instrument-makers, 
becomes foul and offensive, and cannot be kept 
clean in any way. I prefer to use nothing over the 
colotomy opening which cannot be thrown away 
and burnt. If this colotomy wound was going to 
be acting frequently and irregularly throughout the 
day the patient would be in an uncomfortable 
state, and the amount of the dressings which would 
have to be burnt and thrown away would be very 
large indeed. But .one can overcome that. From 
about three w’eeks after the colotomy has been 
done the patient begins his education in dealing 
with his new condition. What I advise is, that 
the patient should have a glass funnel and rubber 
tube about eighteen inches or more long. The 
tube is passed as far as it will conveniently go into 
the opening of the colotomy connected with the 
upper part of the bowel. He then, through that 
funnel and tube, gives himself an enema. The 
exact amount which is used he has to learn himself, 
it may be half a pint or it may be more. He 
slowly runs this fluid into the colotomy wound. He 
then takes care to see that the bowel acts and all 
comes back. I lay particular emphasis on his 
seeing that all the fluid comes back. Because if 
any fluid remains it will spoil the result of the 
proceeding. That process will take upwards of an 
hour to carry out thoroughly. You may take it 
that with a colotomy the patient must devote an 
hour in the morning and an hour in the evening 
to what one may term his toilet. If he does that 
thoroughly in the morning and at night the colo¬ 
tomy will not act for the next twelve hours. By 
attending to it in the morning it will not act again 
until the evening, and if he does it again in the 
evening it will not act again through the night. In 
consequence of the long intervals between the 
actions there is but little material which has to be 
destroyed in the shape of dressings. It is not a 
great expense to the patient, and it avoids the use 
of the septic, horrible-smelling colotomy belt. I 
have found that those instructions can be learnt 
and carried out by the great majority of patients 
who have colotomies. And if they are carried out 
those patients can live in comfort, and not prove a 
source of annoyance to themselves and others. 
The toilet which I have described will serve so 


long as the bowels are not loose. If the patient 
for any reason gets an attack of diarrhoea there is 
no advisable method by means of which the actions 
of the colotomy can be checked. The operation 
on the patient shown to you has been done nearly 
three weeks, and he will illustrate the points I have 
referred to. 

One thinks that the upper end of the bowel is 
always the end which is connected with the des¬ 
cending transverse colon, but if you examine a 
number of these cases you find that by some means 
or other the loop has become twisted, so that the 
patients have to give themselves the enemata 
through the lower ends of the bowel, and wash out 
their rectums through the upper. The fact that in this 
case the operation has not been done three weeks 
shows you how quickly a man can begin to teach 
himself how to do the toilet and attend to the colo¬ 
tomy. It must be remembered that a baby has to 
be taught to attend to the action of its bowels. For 
the patient’s early education thanks are due to 
the Paul’s tubes, and there is no doubt that the 
nearer the approach to union of the colotomy 
wound by first intention, the better will be the 
result afterwards. It is the same in gastrostomy. 
If a gastrostomy is made to heal by first intention 
a good result will be obtained, and there will be 
very little regurgitation. If a colotomy is healed 
by first intention, as this one practically has, you 
will find the after-results will be good. There 
is much said about the possibility of getting a 
sphincteric action of the abdominal wall, so that 
when the abdominal wall contracts it closes the 
colotomy. To do this the colotomy was done 
through an incision on the left side, which is like 
Mac Burney’s incision for appendectomy on the 
right side. For the latter you do not divide the 
muscles, but you split them according to the 
direction of their fibres. If the bowel is brought 
through the wound in the abdominal wall, in 
which the muscular fibres are not divided, but only 
separated, and the operation is followed by first- 
intention union, you will see that those split 
muscles have a good chance of being able by their 
contraction to close the mouth of the bowel. But 
if those split muscles become clogged with in¬ 
flammatory products, such as happens when the 
wound does not heal well and by first intention, it 
will be found that those muscles do not contract 
well, and that there is not a good sphincteric 
action of the abdominal muscles. In making my 
concluding remarks about that patient I would 
point out that one did colotomy with a further 
idea than of relieving pain and obstruction. The 
pain and obstruction are largely produced by 
inflammation, not by other changes which are 
taking place in the growth. The growth may have 
been there for a long time, and until it undergoes 
an attack of inflammation there may be com¬ 
paratively little pain or obstruction. For instance, 
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you notice how suddenly an attack of intestinal 
obstruction may come on. That suddenness is 
caused by inflammation with the swelling of the 
growth. So that if you do a colotomy and the 
fecal matter no longer passes over the carcinoma, 
then the inflammation within that tumour will 
subside and the passage will become comparatively 
clear again. Further than that, one has known of 
cases in which, before colotomy was done, the 
original tumour was somewhat fixed and seemed 
to be immovable, and after colotomy has been 
done and the bowel syringed out properly through 
the lower opening, that tumour, which previously 
appeared fixed and immovable, has been found to 
be freely movable, and in that way it has been 
possible later on to remove it and do a radical 
operation. 

We all remember the cases where a radical 
operation has been done for rectal carcinoma, and 
one has very vivid recollections of the radical 
operations which were done through the sacrum, 
which were termed “ transacral operations/' or 
sometimes dignified by the name of Kraske. One 
remembers them, and the stream of fecal matter 
coming through the wound during convalescence; 
and one does not remember the cases favourably. 

I have made a practice for some years now, before 
doing a radical operation for rectal carcinoma, to 
do a colotomy. If after doing the radical opera¬ 
tion, which should be done very thoroughly and 
widely, one has been able to do anastomosis so as 
to make the continuity of the bowel complete 
again, one can close the colotomy. The ease and 
thoroughness with which a radical operation for 
rectal carcinoma can be done and the convalescence 
of the patient are much better if a preliminary 
colotomy has been done. After that no fecal 
matter can come into the field of the radical 
operation. Therefore it is very much cleaner, it is | 
easier done, the healing is infinitely better, and the | 
amount of pain and discomfort endured by the 
patient are much less. So great are the benefits 
that I would do a preliminary colotomy in every 
case in which it was proposed to do a radical 
operation for carcinoma of the rectum. In the j 
particular case which you have seen, a rectal j 
examination made after the colotomy showed , 
certainly that in about ten days the primary growth j 
was much smaller and more movable. But in this 
particular case it is difficult, because the trouble 
is on the anterior wall of the rectum, where, as I 
have said, it has got quickly adherent to the 
prostate and the base of the bladder, and I could 
not satisfy myself that, although improvement had 
taken place since the colotomy, the carcinoma was 
free enough to justify a radical operation. It will 
be necessary to make further observations on this 
before coming to a definite conclusion as to whether 
the primary trouble can be removed or not. 

April 2\th, 1911 . 


REMARKS ON THE CLINICAL HISTORY 
AND TREATMENT OF THE LESS 
OBVIOUS TYPES OF GUMMATA, VITH 
RECORDS OF EIGHT CASES. 

By HENRY CURTIS, B.S., F.R.C.S., 
Senior Assistant Surgeon to the Metropolitan Hospital, 
Kingsland Road, N.E.; Assistant Surgeon to the Sea¬ 
men’s Hospital Society; and Joint Teacher of 
Operative Surgery at the London School 
of Clinical Medicine.* 


(Concluded from /. 32.) 

Case 5 .—A Lingual Gumma. 

A broken-down gumma of the tongue forms an 
ulcer, most frequently situated on the dorsum near 
the middle line, though it may occur at any part of 
the tongue (Erichsen). The diagnosis is generally 
fairly easy, yet it may give rise to considerable 
difficulty. The appearance of a lingual gumma 
before it has softened and ulcerated is probably a 
less familiar sight to most of us, and a considera¬ 
tion of the following typical instance may be 
profitable : 

A widow lady, aet. 59 years, was seen for the first 
time by a doctor in Cambridgeshire on February 
21 st, 1910, on account of an indurated, non- 
ulcerated mass in the tongue of about six weeks' 
duration, which, owing to its hardness, he thought 
was probably cancerous, or, at any rate, very sus¬ 
picious, especially as a very similar-looking non- 
ulcerated growth, seen not long previously, had 
proved on microscopic examination to be malig¬ 
nant. The patient was sent to me for an opinion 
on February 23rd, when a nodular induration was 
seen and felt on the upper surface and edge of* the 
right side of the tongue, involving its posterior 
half or two-thirds. There was no leukoplakia, no 
loss of epithelium, no ulceration, and no scarring, 
the surface of the tongue being apparently quite 
normal, and not unduly prominent locally. Two 
faint yellow nodules, one in front of the other, 
composing the bilobed growth at the right margin, 
could be seen through the surface epithelium. The 
swelling was of firm consistence, but not of that 
stony induration which is characteristic of 
epithelioma. 

* A lecture delivered at the Dreadnought Hospital, 
Greenwich, in connection with the London School of 
Clinical Medicine. 
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The adjacent lower molar teeth had been re¬ 
moved some two years previously on account of 
caries. The lower central incisors were in an 
advanced state of caries, and there was severe 
pyorrhoea alveolaris. There were no enlarged 
glands below the jaw or in the neck, anteriorly or 
posteriorly. The patient’s occupation had not 
brought her into contact with hay, or straw, or 
animals of any kind. 

The last child was fifteen years old, and there 
had been no miscarriages. 

The general health prior to the present trouble 
had been good. There had been no loss of weight, 
no bad sore throat, no loss of hair ; she slept well. 
There was, in fact, no definite history pointing to 
specific infection, or to actinomycosis. 

The general appearance of the growth, the 
healthy aspect of the epithelium, the absence of 
ulceration, and of very marked induration, contra¬ 
indicated malignancy, and the carious molars 
adjacent, known to have existed up to two years 
previously, suggested, that possibly, the site of the 
growth had been determined by previous long¬ 
standing local irritation. Accordingly, I recom¬ 
mended excision of a portion of the mass in the 
tongue for microscopic examination, and removal 
of the carious lower incisors, to improve the state 
of the mouth—of special importance should the 
appearance of the microscopic sections after all 
indicate malignancy and operative measures; or, 
as was more probable, should it be proved to be a 
gumma, equally essential before commencing the 
use of mercury, so as to prevent as far as possible 
the occurence of stomatitis. 

Meantime, I felt justified in giving a hopeful 
prognosis as to the growth being non-malignant, j 
though a certain diagnosis could only be made by j 
the aid of the microscope. ! 

The local medical attendant removed a portion j 
of the growth from the side of the tongue, “ in- I 
eluding one of the hard nodules,” and at the same 
time the carious teeth were extracted, and a mouth¬ 
wash ordered. 

By March 5th, I was able to make a report on the | 
microscopic appearance, which showed there to be I 
no down-growth of epithelium or other evidence of | 
malignancy. j 

There was a small-celled infiltration, for the most 1 
part organised to form definite granulation-tissue, I 
of the submucous stratum, extending down to, and ' 


extensively involving, the bundles of muscular 
fibres. In three places the otherwise intact mucous 
membrane showed a similar invasion, with destruc¬ 
tion of the papillae, only the surface epithelium 
remaining. There was nowhere any indication of 
necrosis, or of a proliferating endarteritis. 

The only unusual feature of the sections was the 
very large number of giant-cells, the nuclei of 
which, however, were scattered irregularly, and not 
arranged at the periphery, as in the typical giant- 
cells of tubercle ; there was, indeed, nothing in the 
section suggestive of tubercle. For such a rtumber 
of giant-cells to be present in a gumma is in con¬ 
trast to the text-book statement that “a few giant- 
cells may occasionally be observed ” (Hutchinson). 

The appearances described make it evident that, 
but for the opportunity afforded for early diagnosis 
and treatment, this localised nodule of syphilitic 
glossitis, forming a gumma, would very shortly have 
broken down to form a typical gummatous ulcer. 

In spite of the unusual marginal position of the 
swelling, for a gumma, and the numerous giant-cells, 
any doubt as to whether or not it was a case of 
tubercle was dissipated by the result of treatment 
with iodide. Receiving my report, the local 
medical attendant, on March 7th, ordered potass, 
iodide gr. v, and a mouth-wash. In about a 
month the tongue was quite normal, but the pre¬ 
scription was continued until April 25th, when she 
ceased attending. 

On May 22nd, she reappeared, “with vague 
symptoms referred to the back of the throat, and 
evidently very nervous about herself, dreading a 
recurrence, and fearing malignancy. ” On exa 
mination, nothing was then to be seen; but on 
July 24th, the doctor noted a small ulcer, of the 

size indicated,^, far back, at the right base of the 

tongue, beside the epiglottis. Potass, iodide, gr. 
x, and liq. hydrarg. perchlor., 5ss, forming the 
biniodide mixture, thrice daily, was therefore 
ordered, and the ulcer soon healed, as seen by 
laryngoscopic mirror. 

When again seen by her medical attendant on 
January 2nd, 1911, no sign of disease could be 
found, though the patient was still very “nervous, ” 
fearing a recurrence. 

In view of such a possibility, I have advised a 
further course of potass, iodide, commencing at 
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once with a dose of 30 gr., thrice daily, and | 
rapidly increasing it up to 35 gr. f our times a 
day, continuing this treatment for three months, 
and after one month’s interval another month’s 
treatment. During the following year, every 
quarter day it will be advisable, for safety’s sake, to 
recommence similar treatment for a month. 

The only comment I would venture to offer on 
the initial treatment in this case is the advisability j 
of rapidly pushing the dose of potassium iodide. 

In such a condition of the tongue large doses of f 
iodide, up to 30 or 35 gr. three or four times a J 
day, can do no possible harm (the onset of iodism j 
indicating the moment when to reduce a large j 
dose), and will, in all probability, prevent a recur- I 
rence. Ulceration depends on the occurrence of 
the softening so characteristic of the disease ; but j 
if iodides are freely exhibited very early in the j 
disease, before softening has commenced, ulcera¬ 
tion is likely to be much less frequent than other- j 
wise. To prevent ulceration, early diagnosis and I 

active treatment with the biniodide mixture, in I 

. . . 1 

rapidly increasing doses, and a generous diet, are j 

of the utmost importance. 1 

The cases now to be described are examples of I 
gumma of the liver, a very late tertiary manifes¬ 
tation, supervening, generally, ten to twenty, or 
more, years after infection. It is a condition in 
which there may be but little difficulty in diagnosis, 
by reason of a definite history of infection, or the 
presence of unmistakable scars. 

If, however, you will recall, first, the variety of j 
tissues composing the liver, including the all- ! 
important peritoneum enclosing it, and, secondly, 
that, histologically, a gumma is characterised by 
the formation of a marked degree of hyperplasia of I 
the connective tissue especially originating in rela- I 
tion to the walls of the blood-vessels, and prone to [ 
encroach upon, and eventually strangle, liver-cells, I 
biliary channels, and vascular supply, you will j 
understand that the clinical manifestations of ( 
tertiary syphilis here, even more than elsewhere, 1 
may be protean, providing a mimicry of almost 
every known lesion of the liver—such as chronic ' 
peritonitis, cirrhosis, malignancy, hepatic abscess, j 
gall-bladder troubles, and even splenic anaemia ; I 
for even the spleen, or the kidneys, or both, may i 
be concurrently involved. j 

The clinical manifestations may be nil when the i 


gumma, or its resulting cicatrix, is small and is pro¬ 
ducing no vital strangulation, or toxic effect. They 
will, however, vary with the size and the exact 
locality involved, whether near the surface, or in 
the depths, or bordering on the portal fissure, and 
pressing on the tributaries of the bile-ducts. In 
such cases pain, more or less severe, jaundice, 
ascites, or the symptoms commonly identified with 
cholelithiasis, etc., may be present, with or without 
lardaceous disease, indicated by enlargement of the 
liver, a markedly enlarged spleen, albuminuria, 
lardaceous casts, etc. 

It would lead us too far to discuss here the 
differential diagnosis of all these conditions ;* my 
desire is specially to emphasise the importance of 
bearing in mind syphilitic disease, and especially 
gumma; of the liver. In the case of all swellings 
apparently located to the liver, and in all obscure 
enlargements of that organ, with or without jaun¬ 
dice, ascites, albuminuria, and lardaceous casts, the 
points of practical assistance will be : 

(1) A history or other obvious evidence of 
infection ; but one should never lose sight of its 
possibility, even in the complete absence of a 
definite history, or of the stigmata of the disease. 

(2) Observation of the size of the growth, 
whether it remains practically stationary, or whether, 
as in the case of malignancy, there is a rapid 
increase in size. 

(3) The result of large doses of biniodide of 
mercury. There will be rapid diminution in size, 
both of the localised gummatous growth, and of 
any general enlargement of the liver due to asso¬ 
ciated lardaceous disease; whereas, in malignancy, 
of course, no such improvement occurs. 

I would especially caution you, however, not to 
persist with the treatment unless there is definite 
improvement evident after, say, a six weeks’ trial 
of large doses of the biniodide mixture. As we 
shall see, gastric symptoms are common to both 
gumma of the liver and a growth of the pylorus. 
For successful surgical treatment of a movable 
growth of the pylorus, where the enlargement of 
the glands is not too extensive, early diagnosis is 
essential. In such cases, combined pylorectomy 
and gastro-enterostomy prolong life to a greater 
degree than does a merely palliative gastro-entero¬ 
stomy alone (Bidwell). 

* The reader is advised to consult Rolleston’s * Diseases 
of the Liver, Gall-bUdder, etc.’ 



MR. HENRY CURTIS. 


The Clinical Journal. ] 


[April 26, 1911. 43 


lastly, one must never forget that even with a 
clear history, and other evidence of syphilis, the 
occurrence of an independent malignant growth in 
the liver is well-established. 

Case 6.— For the notes of the following 
typical instance of (iumma of the Liver I am in¬ 
debted to the courtesy of Professor Sidney Martin, 
F.R.S., Physician to University College Hospital, 
under whose care the patient came in 1907, having 
been sent from South Africa as a case of malignant 
disease. The gastric symptoms noted are interest¬ 
ing. They are frequently associated with gumma 



F ici. 7.— Cask 6 : Gumma of the liver, a typical case, 
under the care of Prof. Sidney Martin, 'F.R.S. 

of the liver, and will be referred to in dealing with 
the next case. 

S yPhe patient was a well-developed, well-nourished 
Jew, aet. 43 years, and was admitted with a two 
years’ history of gradually increasing pain after 
food, with a feeling of heaviness in the epigas¬ 
trium. There had been no vomiting or diarrhoea. 
He had had syphilis ten years previously, attested 
by obvious gummatous scars on the legs ; other¬ 
wise he had led a temperate life, and was a moderate 
tea drinker. His temperature, pulse, and respira¬ 
tion-rates were normal. Tenderness was present- 
over the left hypochondrium, and the abdominal \ 
reflexes were very sensitive, the knee-jerks and I 
plantar reflexes being also very brisk. 


To the right of the ensiform cartilage, a hard, 

I superficial, oval mass was felt below the costal 
margin, extending down for ij inch. It moved 
I freely with respiration, having a range of move- 
! ment of about 1 inch. This mass appeared to be 
continuous with another less superficial one, ex¬ 
tending along the lower border of the costal 
margin (Fig. 7). 

The lower margin of the right lobe of the liver 
could be felt to extend to the level of the umbilicus, 
but the left lobe could not be felt. The liver 
moved freely with respiration, and its upper limit 
• of dulness reached the sixth rib. The spleen and 
kidneys could not be made out. 

A tympanitic note was obtained all over the 
ascending and descending colon, and the stomach 
area descended down to within an inch of the 
umbilicus. 

As the result of treatment with mercurial inunc¬ 
tion and potassium iodide, increased in ten days 
from gr. v to gr. xv, ter die , there was marked im¬ 
provement, so that by the twenty-sixth day the low r er 
edge of the liver was much above the level of the 
umbilicus, and the masses previously described had 
almost disappeared. The liver was now soft and 
no longer tender. 

The patient remained in hospital altogether 
seven weeks, during which period his weight in¬ 
creased by 7 lb. 

In the foregoing example the history and the 
scars on the leg should have been sufficient indi¬ 
cation of the true nature of the swellings present 
in the liver; and in their presence no diagnosis of 
malignancy was justifiable before a prolonged 
course of mercury and iodides had failed to achieve 
a marked improvement. 

The following case was under the care of the 
late Prof. Sydney Ringer, F.R.S., and Prof. R. J. 
Godlee, M.S., at University College Hospital, when 
I was Surgical Registrar. I am indebted to Mr. 

I Godlee for kind permission to publish the notes I 
made at the time. In recalling the case to his 
mind recently, he emphasised the prominence of 
the stomach symptoms, dyspepsia being apparently 
not infrequent in such cases. It is interesting, 

1 therefore, to note that in the present instance the 
liver was so firmly bound to the stomach at one 
spot, near the tumour, that in separating the ad¬ 
hesions the outer surface of the gastric mucous 
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membrane was exposed, and so required to be 
covered in, by turning in the sero-muscular coat, 
before closing the abdominal wound. 

With marked dyspeptic symptoms, in the absence 
of a definite history pointing to syphilis, it is 
natural that the close proximity of such a swelling 
in the liver to the stomach should frequently lead 
to the diagnosis of a tumour in the stomach rather 
than in the liver. 

Where, however, there is a suggestive history of 
specific infection, or the age of the patient almost 
precludes malignancy, the diagnosis of gumma can 
be inferred, or at least be arrived at, by a process 
of exclusion ; and, in such cases, of course, treat¬ 
ment with the biniodide mixture has been most 
successful, even where the growth is very large. 

Cask 7.— Gumma of the Liver in a Woman , 
(Ct. 33 years; Excision; a Second Gumma 
removed ttvo and a quarter years later* 

The patient was a married woman, ret. 33 years, 
who had gone to live in Chili when nineteen years 
old, and had had “ native fever ” once, confining her 
to bed for five weeks. She returned to England two 
years before the present admission, and had an 
operation, after a confinement lasting five days, 
fourteen months before admission. She had always 
been liable to indigestion since birth. She had 
been married fifteen years. Six children were born 
alive, two miscarriages, one after the first and one 
after the fourth child ; then there were two pre¬ 
mature births, which did not survive. Three out 
of the six children mentioneddied in Chili, one after 
the other, with “something the matter with the 
brain.” No family history of tuberculosis. 

Three months before admission to University 
College Hospital, London, the patient noticed a 
throbbing pain and soreness at the epigastrium. 
The pain was continuous, but had recently been 
much increased after taking solid food. Apart 
from the pain half-an-hour after food, the patient 
suffered from flatulence and a feeling of fulness, to 
which she had always been subject. No history 
of nausea, or vomiting, or passage of blood or 
slime per rectum . 

When admitted, the patiefit appeared well 
nourished, but anaemic. She complained of pain 
to the left of the middle line, just below the tip of 

* See ‘ University College Hospital Surgical Registrar’s 
Reports,’ for 1899, and 1902. 


the ninth left rib. The tenderness, on superficial 
pressure of the area mentioned, and the rigidity of 
the recti muscles, prevented satisfactory examina¬ 
tion without an anaesthetic. 

Under chloroform, a rounded, uniform tumour, 
the size of a “small tomato/’ was felt in the sub¬ 
costal angle. It was situated in the median line, 
one inch below the lower end of the ensiform 
cartilage. It was thought by some to be in the 
liver, which, however, could not be felt separately. 




Fig. 8 (a, and b). — Case 7 : Gumma of the liver, 
the portion excised by Mr. R. J. Godlee, M.S., 
F.R.C.S. (a) Anterior aspect: gumma projecting 
through the capsule of the liver to the right of 
the falciform ligament, (b) Coronal section of 
(a), showing cut surface of gumma (see also 

Fig. 9)- 

Others thought that the tumour might be in the 
stomach. Another smaller, harder, nodulated 
mass could be made out below the first, both 
moving on respiration. No vomiting since admis¬ 
sion. 

Median laparotomy above the umbilicus was 
performed, and a tumour found occupying the free 
lower margin of the liver, and also appearing 
beneath the lower extremity of the anterior surface 
of that organ, forming a mass paler than the sur- 
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rounding liver substance. There were adhesions 
between this surface of the liver and the anterior ab¬ 
dominal wall, on either side of the falciform ligament. 
Behind the tumour, the inferior surface of the liver 
was found adherent to the stomach, and, in sepa¬ 
rating these adhesions, the gastric mucous mem¬ 
brane, outer aspect, was exposed. The free lower 
edge of the liver, with the tumour immediately 
behind, was brought forward as much as possible 
into the wound, and firmly packed round with 
gauze. The tumour was then outlined and care¬ 
fully excised, and the edges of the wound in 
the liver brought together; there was very little 
haemorrhage. The exposed mucous membrane of 
the stomach was covered in by a Lembert’s suture, 
turning in the sero-muscular coats. The abdo¬ 
minal wound was closed with deep and superficial 
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Fig. 9.— Case 7: Diagram of the appearance 
presented when the gummatous growth was 
freshly cut by the writer (H. C.) in 1899, 
showing degenerated areas. This diagram (cor¬ 
responding with Fig. 9, b ), should be compared 
with a similar one (Fig. ii,£), made of the re¬ 
currence in 1902, by Mr. Wilfred Trotter, M.S. 

stitches, the last of which were removed four weeks 
later, when the wound looked quite healthy. 
There was no pain. The temperature was normal. 

The patient was subsequently discharged, and 
ordered to take potassium iodide (gr. v). 

On cut section , the tumour removed was found to 
lie embedded in the liver substance and the lower 
sharp margin of that organ (Fig. 8, a), being within 
£ in. of the anterior surface, and i in. of the deeper 
aspect of that organ ; it measured about 2 in. by 
2 in. The tumour was limited by an opaque, 
white, fibrous “capsule.’ 1 The cut surface (Fig. 8, b, 
and Diagram, Fig. 9) presented a semi-trans¬ 
parent, raised, dense, white, fibrous-looking appear¬ 
ance, but there were numerous buff-coloured, 
fairly well defined areas of degeneration. 

Microscopically the mass excised proved to be 
liver tissue, showing a diffuse hyperplasia of the 
connective tissue. The liver-cells were finely 


granular, and their nuclei did not take the stain 
as intensely as in health. Everywhere there were 
gaps from the disappearance of degenerated cells. 

Between the liver-cells was a round-celled infil¬ 
tration, these cells, however, being generally 
larger than the usual “ small round cell,” and 
almost completely occupied by a single, darkly 
staining nucleus. There was, in places, a con¬ 
siderable extravasation of red blood-corpuscles, 
obscuring, or lying between, the cells and fibres of 
the connective tissue ; these fibres were mostly 
well formed, and between them were seen, almost 
everywhere, round, oval, and even polygonal cells, 
singly, in lines, and in masses, with obvious stroma 
between individual cells, simulating in places 
alveoli, so as closely to resemble a round-celled 
sarcoma. Elsewhere, masses of cells, apparently 
with no intervening stroma, were present, many of 
oblong shape, with well-staining nucleus and body, 
surrounding well-formed biliary canaliculi, cut 
across *nd lengthwise. Some of the isolated cells 
were oblong, of large size, and appeared to be liver- 
cells engulfed in the overgrowth of connective 
tissue, but there was considerable resemblance in 
many places to carcinoma. The perfectly normal 
appearance of the cells of the biliary canaliculi in 
the midst of this area, however, at once negatived 
this suggestion. 

There were a good many vessels of new forma¬ 
tion, but nowhere was there evidence of prolifera¬ 
tive endarteritis. The extensive infiltration of 
liver-substance, with a generally loose-meshed net¬ 
work of proliferating connective tissue, containing 
numerous cellular elements, round, ovoid, and 
irregularly polygonal, with the presence of newly 
formed vessels, appeared to confirm the diagnosis 
of gumma, suggested by the naked-eye appearance 
of the cut surface of the tumour. 

The alternative diagnosis of round-celled sar¬ 
coma was also entertained. 

Subsequent note *—In February, 1902, the patient 
returned to the hospital with a tumour apparently 
in the caecum. Since the first operation (November, 
1899) a child had been born. The patient had not 


1 * I am indebted to the courtesy of the then Surgical 

Registrar, Mr. Wilfred Trotter, M.S., for kind permission 
1 to publish his notes, and report on the part removed, which 
| appears at the end of the present record, together with the 
j diagrams of the growth removed (anterior aspect and 
I coronal section) (diagrams, Fig. 10, a, and b). 
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continued to use the iodide mixture ordered. For 
one month before re-admission to hospital there 
had been pain in the right iliac region, where a 
tender ovoid swelling could be made out, slightly 
movable, and resonant on percussion. 

The tumour proved to be at the extremity of a 
long, projecting, tongue-like process of the liver, 
of three fingers' breadth, adherent to the caecum 
and parietal peritoneum. 

Apparently, it was not arising from the site of the 
original growth. The mass was ligatured off from 
the liver, lifter separation of the adhesions, and the 
liver stump was included in the sutures closing the 
abdominal Incision. 

Cut section showed the growth to be an un- 




Fig. 10 («, and b ).— Case 7: Gumma of the liver 
—the secondary growth adherent to the caecum, 
removed by Mr. R. J. Godlee, M.S. Diagrams 
by the Surgical Registrar, in 1902, Mr. Wilfred 
Trotter, M.S. (a) Anterior aspect of growth 
removed. (£) Coronal section of (<i). This 
diagram should be compared with Fig. 9, the 
original growth removed in 1899. 

doubted gumma, the surface being for the most 
part of light yellowish-white tint, fibrous-looking, 
and surrounded by a firm fibrous “capsule." (For 
detailed report, see the conclusion of this record.) 

The physical signs prior to this exploration, and 
the conditions revealed thereat, fully justified the 
second operation, even though the diagnosis of 
gumma had been ascertained at the first. In view 
of that earlier diagnosis, with simply medical treat¬ 
ment the gumma itself might have been absorbed, 
but the numerous adhesions between the liver, 
caecum, and parietal peritoneum would almost 


1 certainly have given rise to chronic abdominal 
pain, and probably, sooner or later, intestinal 
obstruction. 

1 Rolleston, discussing the surgical treatment of 
I gummata of the liver (other than those ulcerating 
: through the abdominal wall, when septic absorp- 
, tion from the sloughs should be prevented by 
scraping, as in W. G. Spencer’s case), says: 

1 “ Removal of a localised gumma, or of a gum¬ 
matous constriction lobe, in cases where laparotomy 
has been undertaken to clear up the diagnosis, or 
under the impression that some other condition 
was present, is admissible, inasmuch as it may 
accelerate the cure by anti-syphilitic treatment. 
But a very thorough course of such treatment 
should be carried out before an operation is under¬ 
taken with the view of removing a gumma." 

Description of the part removed * (Fig. 10, a, 
and b ).—A piece of liver measuring 3 in. by 2 in. 
by i in. It is flattened antero-posteriorly, and is 
semi-circular in outline, the curved margin having 
1 been free, while the straight one is the line of 
division from the rest of the liver. The part of 
the specimen towards the free edge is occupied by 
a tumour which shows no distinct line of separa¬ 
tion from the liver-tissue, and is firm in consistence, 
and yellowish-white in colour. The general surface 
of the specimen is rough from separation of peri¬ 
toneal adhesions, while that part which corresponds 
with the tumour is irregularly excavated, as if from 
ulceration (Fig. 10, a). 

The cut surface shows abnormally fibroid liver 
substance, and a few vessels, which lie in tracts of 
fibrous tissue and appear to have thickened walls. 

Coronal section .—The tumour lies towards the 
free edge of the specimen where it reaches the 
surface, but elsewhere it is surrounded by a thick¬ 
ness of liver substance of at least i in. (Fig. 10, b). 

•The tumour measures 2 in. by i| in., projecting 
slightly from the surface of the section, and is 
readily distinguished into two areas, viz.: 

(1) A central area, yellowish and opaque in 
( appearance, moderately tough, and marked off from 
the rest by a very irregular distinct edge, which has 
a very slight prominence. This part reaches the 

* See preceding footnote. Sufficiently detailed descrip¬ 
tions of gummata, macroscopic and microscopic, are but 
seldom to be found in text-books, and for future reference, J 
think it may be useful to publish the reports in the present 
case, in extcnso. 
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free surface, where it forms the area referred to 
above as resembling an ulcer. 

(2) A peripheral zone completely encircling that 
just described, except towards the free surface. 

•This appears to consist of a tough, translucent 
fibrous tissue, and is from * in. to £ in. across. It 
shades into the surrounding hepatic tissue. The 
rest of the section shows liver substance, which 
contains a good deal more fibrous tissue than is 
normal. 

The naked-eye appearance suggests that the 
tumour is a gumma. 

Microscopic sections from the edge of the tumour 
showed fibrous tissue much infiltrated with round- 
cells. Parts of the section presented a myxomatous 
appearance. 

Case 8 . —The last instance of a gumma develop¬ 
ing in an organ previously diseased which I shall 
venture to bring before your notice is a case in 
which there were at least two tropical abscesses, 
one in the right extremity of the right lobe of the 
liver, pointing downwards ; rupture through the 
lung occurred. The associated appendicitis and 
syphilis constitute a remarkable combination, from 
which the patient happily recovered, after appendi- 
cectomy and drainage of the liver abscesses.* 

A case of gumma of the liver y complicating ama bic 
liver abscesses and appendicitis abscess , came under 
my care in October, 1904. A man, aet. 35 years, 
had been trekking in fever districts for two years 
in Portuguese East Africa and Rhodesia, &nd was 
subject to frequent attacks of malaria and “ dysen¬ 
tery.” For a month previously, on and off, there 
had been vomiting, and for three days, constipa¬ 
tion. 

The patient stated positively that on no occasion 
had he ever passed blood or mucus during the 
attacks of so-called “ dysentery ” and fever, from 
which he had suffered for two years prior to admis¬ 
sion to the hospital ; and in the somewhat severe 
attacks of diarrhoea, which occurred during the 
patient's stay in the hospital, there was no blood or 
mucus evident. 

The temperature w r as 99*8° F., the pulse 128 per 
minute, the respirations 52 per minute. The man 
presented a most unhealthy-looking, cadaverous 
aspect, with clay-coloured, anaemic, wasted cheeks, 

* For a more complete report see ‘ Trans. Med. Soc. 
Lend./ 1905-6. 


| and dark rings under the sunken eyes. The tongue 
was moist, and coated with a dirty white fur. The 
I pain in the abdomen was referred to McBurney’s 
I point, but was equally severe in the corresponding 
j position in the left iliac region. No swelling or 
I unusual resistance could be detected anywhere. 
J There was no dulness in the flanks, or anywhere in 
( the abdomen ; and no evidence of an enlarged or 
j tender liver or spleen. From the first, the man 
I looked much worse than could be accounted for 
, by the physical signs. Only on the fourth day was 
| the pain localised to the right flank. 

Two days later, appendicectomy was performed, 
and a retro-casca! abscess, extending upwards 



Fig. 11. —Cask 8: The appendix removed in the 
case of a gumma of the liver complicating 
amoebic liver abscesses, which ruptured through 
the lung. (Drawn by Mr. Donald Gunn, F.R.C.S.) 

beyond the reach of the finger, evacuated (Figs. 11* 

| and 12). The pus was offensive, dirty grey, and 
! mingled with blood. The next morning “anchovy 
| paste,” purulent discharge escaped in largequantities 
; from the wound, putting one on the qui vive for 
! a hepatic abscess. 

Tenderness over the liver was present, for the 
| first time, on the twelfth day after appendicec¬ 
tomy, situated in the axillary line, over the ninth and 
tenth right intercostal spaces, and the pus was drawn 
! off at the second puncturo with an exploring 
needle entered through the tenth space (Fig. 12). 

The liver was drained on the next day, the pus 

* Fig. 11 is from a beautiful drawing kindly made by 
my friend Mr. Donald Gunn, F.R.C.S.. in T905, when 
visiting Rhodesia. 
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containing numbers of amoebae. On the forty- 
sixth and forty-seyenth days after draining the 
liver, the occurrence of haemoptysis suggested 
further exploration, and led to the discovery of a 
second focus of suppuration, about an inch and a 
half deeper in than the first. The recurrence of 
the haemoptysis on the second night was anti¬ 
cipated as the result of observations made on the 
pulse five minutes previously, and prophylaxis was 
being attempted at the moment of its occurrence. 



Fig. 12.— Case 8 : Diagram showing incisions 
made in treating the conditions described in the 
text (appendicectomy, and liver drainage), (a) 
Liver abscess drained through the tenth right 
intercostal space, in the mid-axillary line. ( b) 
Appendicectomy incision, ic) Iliac spine. 

The two* attacks of haemoptysis had been preceded 
for five days by the presence of liver pus in the 
sputum. 

The discovery of a deeper focus of suppuration 
on the day following the second haemoptysis, appa¬ 
rently by relieving the tension between the second 
liver abscess and the lung, seems to have been res¬ 
ponsible for the non-occurrence of haemoptysis at 


any time subsequently. However, on the ninth 
day after the second liver abscess was reached the 
j “ anchovy-paste ” discharge from the wound be¬ 
came so profuse as to require dressing thrice 
I daily, the prognosis seeming to become almost 
1 hopeless. 

The excessive discharge at length yielded to 
: iodide of potassium, pushed to gr. xxxv, four 
times a day, this large dose being tolerated for 
twenty-nine days before iodism occurred. The 
success of the iodide was proved to be due to the 
presence of a definite syphilitic taint. 

The rapid return to the weight averaged six 
months before the present severe illness was noticed 
by the patient to be specially obvious when the 
profuse discharge was checked. This was very 
noteworthy, and was doubtless due, not so much to 
the diminution of the discharge, as to the effects of 
the large doses of iodide, which not only produced 
that diminution, but must have materially improved 
the general nutrition. 

The patient left the hospital, after a stay of six 
! months, on April 12th, 1905, completely restored 
to health, with the appendicectomy and liver ab¬ 
scess wounds soundly healed. He remained in 
excellent health when seen on July 31st, 1905, and 
June 20th, 1906. 

The presence of amoebae in the liver pus seemed 
to indicate that the abscess was primarily due to 
dysentery, and that the appendix became inflamed 
after the occurrence, and as a direct consequence, 
of the hepatic suppuration. 

In a liver so damaged the development of a 
gumma is not to be wondered at, the only cause 
for surprise being the apparent infrequency of such 
an occurrence. 

It may be appropriate to the general tenor of 
these remarks to conclude by emphasising once 
more the toxic effect of alcohol on the liver, 
especially in the tropics. The most competent 
observers are agreed that amoebic dysentery, 
occurring in the strictly abstemious in hot climates, 
is far less likely to be followed by tropical abscess 
than in the case of those who, by the careless and 
too free use of alcohol previously, have damaged 

their liver-tissue. 

1 

! April 24th, 1911. 
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THE PRINCIPLES OF THE TREAT¬ 
MENT OF COLITIS. 

Being remarks made in opening a discussion on the treat¬ 
ment of colitis at the Chelsea Clinical Society. 

By W. HALE WHITE. 


In considering the principles of the treatment of 
colitis a necessary preliminary is to decide whether 
the colitis is primary or secondary, and it will be 
well first to consider the secondary varieties. Acute 
colitis, membranous colitis, and ulcerative colitis 
may all be secondary to other conditions. Thus 
they may be due to injury. I have known mem¬ 
branous colitis to be due to the passage of a cab 
wheel over the abdomen. Or they may be due to 
the extension of the inflammation from the neigh¬ 
bouring parts or to direct irritation, as, for example, 
the acute colitis that is associated with bilharzia. 
Before the introduction of antiseptics it was not 
uncommon to meet with severe septic colitis. This 
might be either acute, ulcerative, or membranous. 
Any one of these three varieties may occur in 
association with Bright’s disease ; then the onset of 
the colitis always indicates that the patient is very 
severely ill, and that probably treatment will be of 
little avail. Both aciite and membranous colitis 
may complicate acute pneumonia, and they are 
then induced by the same micro-organism as is the 
cause of the disease in the lungs. In all these 
varieties of secondary colitis, we have to bear in 
mind that the treatment of the colitis itself can 
help but little unless the primary disease with 
which they are associated is also brought under 
treatment, and, therefore, I do not propose to say 
anything more about them now. The most im¬ 
portant variety of secondary colitis, from a practical 
point of view, is that which is associated with 
malignant disease of the bowel. It usually occurs 
behind the growth ; it may be acute, or membranous 
or ulcerative, and is no doubt due to the irritation 
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of the retained feces. It is most necessary to bear 
this cause in mind, for I have known an individual, 
thought to be suffering from nervous dyspepsia 
with membranous colitis because he passed mem¬ 
branes from the bowel, to be really suffering from 
malignant disease of his large intestine. Every 
case of colitis must be most carefully examined in 
order to determine whether the disease is due to 
some intra-abdominal gross organic disorder. 
Speaking of this raises the question of the relation¬ 
ship of colitis to appendicitis. There is no doubt 
the two conditions are frequently associated, and 
most often it is membranous colitis that occurs in 
association with appendicitis, but either of the two 
other varieties may do so. In these cases we must 
ascertain the history of the patient, and examine 
the region of the appendix very carefully in order 
to try and discover whether the trouble in the 
appendix is merely a part of the general colitis, or 
whether the colitis is secondary to the disease in 
the appendix. In the latter case much good may 
often be done by the removal of the appendix ; in 
the former case very little benefit follows this. 
Perhaps the cases that illustrate the point best are 
those in which a long-standing dysentery has 
gradually become an ordinary ulcerative colitis 
and the appendix is involved in the trouble. In 
such a case it can do nothing but harm to remove 
the appendix; indeed, it may be particularly harmful, 
for the removal of the appendix deprives us of the 
opportunity of opening it, and so washing out the 
bowel. 

Turning now to primary colitis, the chief general 
principle to bear in mind in thinking of treatment 
is that we cannot expect the diseased colon to heal 
so long as its mucous membrane is bathed for the 
greater part of the day in feces. Acute colitis, 
which is so often due to decomposed or improper 
food, is a good case in point. We all know that 
in such an instance the best thing is at once to 
•empty the bowel, and castor oil, or calomel, or grey 
powder are usually given for this purpose. They 
not only clear away irritating articles of food that 
may have caused the colitis, but they help to keep 
the large bowel empty of all matter. Indeed, the 
diarrhoea that is commonly associated with this 
variety of colitis is Nature’s way of attempting a 
cure. Sometimes the patient is so collapsed when 
first seen that for a few hours it may be dangerous 
to give an aperient inasmuch as the collapse is due 
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I to the great drain of fluid from the body caused 
by the diarrhoea. It may be overcome by a sub- 
! cutaneous saline infusion. Normal saline should 
I be used, and it will run in at about the right rate 
, if the receptacle containing it at the temperature of 
1 a little over ioo° F. is about a foot above the point 
! of the incision of the needle in the subcutaneous 
tissue. It may be necessary in these severe cases 
I to give a little chlorodyne to check the excessive 
diarrhcea. With the same object of keeping the 
: bowel empty, a person suffering from acute colitis 
! should have very little food for the first twenty- 
four hours. Albumen water is enough. It may 
be taken in small quantities every hour. Then the 
next day the patient may be allowed nqilk, which is 
better citrated or peptonised to prevent curdling. 

| It, too, should be given in small quantities every 
hour. All patients with acute colitis should remain 
in bed and be kept warm. Inasmuch as this 
disease is nearly always due to a micro-organism, 
some cases are benefited by soured milk, but it 
must be properly soured by the Bulgarian bacillus. 
It is very difficult often to determine the micro¬ 
organism which is the cause of the disease, but I 
have met with cases dufc to the Bacillus coli and 
some due to pneumococci. In each of these I 
think I have seen benefit follow the employment 
of a vaccine prepared from the patient’s own 
micro-organisms. In a really severe case it is 
necessary to proceed slowly, and the patient should 
I not be allowed to get up for some days; also the 
! return to ordinary food should be gradual. In 
adults great care should be taken to make sure that 
the patient is not suffering from nephritis, for then 
the diarrhoea of the colitis is often beneficial* 
probably being an attempt on the part of the body 
to rid itself of some of the poison causing the 
uraemia. 

Turning now to membranous colitis, we are all 
familiar with the fact that many people—more 
women than men—pass mucus in their motions. 
This becomes coagulated before it is passed, and. 
shreds of it are noticed with the motions. Often 
this is merely a temporary trouble. A little extra 
constipation has led to an increase of secretion of 
mucus, and the increase ceases as soon as the 
bowels are kept opened regularly by some simple 
aperient, but there are much more severe degrees 
of this trouble, and the mucus induced by the 
| constipation may, after it has coagulated, form a 
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complete cast of the inner surface of the large 
bowel, so that a hollow tube of coagulated mucus 
is passed. Often the tube is broken up in the 
bowel, so at the time it is passed it is in little 
pieces, and the patient then complains that she is 
passing skins. Almost always the cause of this 
variety of colitis is constipation. Women are very 
much more often constipated than men, and there¬ 
fore it is more frequently present in them; 
occasionally the disease is associated with diarrhoea. 1 
Even then a survey of the history will almost 1 
always show that the trouble began with constipa¬ 
tion. The patient will never be cured unless the 
constipation is overcome, and in order to do this 
and to cause the subsidence of the excessive secre¬ 
tion of mucus, w r e must keep the large bowel j 
empty. Experience has shown that in a great . 
number of cases by far the most satisfactory way 
of doing this is to give castor oil, and many patients , 
are completely cured with this drug. The patient 1 
should take it every morning on waking, and if, as | 
many people do, she wakes about 5 a.m. and falls | 
asleep again, she should take it at this waking. A j 
few prefer to take it on going to bed, for in women j 
it often takes a long while to act, and the bowels > 
are not moved till early morning. Whenever it is 
taken the dose should be such as to ensure that 
the bowels are thoroughly opened after breakfast. 
Often a half or one ounce is necessary. The 
patient may take it in any way she likes. Some 
prefer it by itself, others float it in a little brandy 
or coffee, others like it in lemon juice, or to the oil 
may be added a teaspoonful of peppermint water 
and then a little brandy added till the oil neither 
sinks nor swims. If the inside of the glass and its 
rim are moistened with whatever vehicle is chosen, 
the oil may be swallowed and hardly tasted. Many 
patients who at first declare they cannot take it 
soon overcome their repugnance to it, and it should 
always be given a thorough trial in these cases, for | 
it frequently leads to their cure. Some women 
take it habitually when they have begun to do so 
for membranous colitis. There is no harm in this, 
but usually speaking when the disease is cured the 
dose of oil may be slowly diminished, and it is 
quite common to find that so far as an increase in 
the dose being required, after a while a small daily 
dose does very well for a patient who originally 
required a large daily dose. Should it be quite 
impossible for the patient to take castor oil, 


sulphate of magnesium may be employed, and if 
this, too, disagrees, calomel may be tried. 

Many patients suffering from membranous colitis 
go to Plombiferes. Here the principle of keeping 
the large bowel empty is carried out by washing 
the bowel out from the anus with water. This is 
done by skilled assistants, and the pressure is 
controlled by varying the height of the receptacle 
containing the water. When properly done this 
method is undoubtedly useful, and many patients 
are much benefited by a course of intestinal 
lavage once a year at Plombieres, but this method 
need never be tried until castor oil has failed. 
Plombieres itself is only opened from early in May 
till the end of September, and if it is impossible 
for a patient to go there the treatment may be 
tried at any of the various health resorts, such as 
Buxton or Harrogate, where it can be administered. 
The attempt to wash the bowel out systematically 
at home is nearly always a failure, for it is not an 
easy thing to do, and often the tube which it is 
believed has passed up into the sigmoid has really 
coiled up in the rectum. From one to two pints 
of plain water may be used ; its temperature should 
be just over ioo° F. Because the cause of mem¬ 
branous colitis is constipation, and this in women 
at least is often due to deficient muscular power in 
the abdomen, abdominal massage is very useful. 
It should be carried out by someone who has been 
thoroughly trained. The best time is in the morn¬ 
ing before breakfast and it should be done daily. 
After it is finished the patient should lie still for a 
quarter of an hour and then get up and have her 
bath and breakfast. Before the massage the 
patient may perform exercises with the view of 
strengthening the abdominal muscles. Any good 
masseuse can teach her these. It is quite common 
for patients who have membranous colitis to have 
one or both kidneys abnormally movable. The 
abdominal muscles are lax and in a few cases 
the intestines and stomach have dropped. The 
wearing of a proper support that will act chiefly on 
the lower part of the abdomen is of great help in 
these cases. The support is best conveyed by 
stays made to grip the iliac crests instead of the 
ribs. These stays should lace up in two lateral 
lines from below upwards, the centre piece being 
fixed to the stockings by means of tapes. The 
patient when she puts the stays on should stand in, 
the erect posture and draw a deep breath; the 
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abdominal muscles are then drawn in, the viscera 
are pressed upwards, and the stays, while she holds 
her breath, are laced up firmly from below. 

It is doubtful whether diet has much to do with 
membranous colitis. With the object of keeping 
the large bowel empty some have recommended 
very bulky indigestible diet, others have recom¬ 
mended an almost predigested diet. Probably, 
however, these patients do best on ordinary, plain, 
simple food. One disadvantage of special diets is 
that the natural tendency of these patients to be 
valetudinarians is exaggerated by them. The food 
should be well cooked and made as tempting as 
possible and the sufferer should be encouraged to 
eat plenty of it, for usually these patients are thin 
and require to be well fed, and although no very 
special diet is necessary, such articles of food 
should be chosen as will he easily dealt with and 
will not leave any residue that may irritate the colon. 
They should take plenty of outdoor exercise, and in 
ever ypossible way be taught not to think of their 
ailments. Some of the most introspective people 
that we come across are women who suffer from 
membranous colitis. They really think of nothing 
else but their bowels all day long, and it is a very 
difficult matter to train them out of this pernicious 
habit. Opium must never be used to relieve the 
pain for there is a considerable chance that the 
patient will become a confirmed drug-taker. 

Some patients are not relieved even if all the 
above methods of treatment have been tried, and 
in 1895 it struck me that we might keep the large 
bowel empty by opening it low down on the right 
side. Accordingly, Mr. Golding-Bird kindly made 
an artificial anus low down on the right side in a 
patient who was under my care for membranous 
colitis. The faeces were passed through this and 
the colon was washed out from the artificial open¬ 
ing to the anus for a year. By that time the mem¬ 
branous colitis appeared cured. The wound 
was closed, and the patient has been perfectly 
well since. This, however, was not an entirely 
satisfactory operation, for it was very difficult 
to prevent the irritation of the skin caused by 
the faeces. A far better operation is to open the 
appendix and wash the bowel through twice 
daily with water at a temperature of a little 
over ioo° F. The improvement which follows in 
some cases from this is very striking, but even 
when the membranous colitis improves often the 


morbid mental state of the patient is not much 
benefited, so I think that in membranous colitis 
particularly it is desirable, if possible, to do without 
opening the appendix, but, nevertheless, there are 
cases in which it is distinctly beneficial. 

The last variety of colitis we have to describe is 
ulcerative colitis. This is usually severe, intract¬ 
able, and often fatal. The micro-organism causing 
it is no doubt different in different cases, but fre¬ 
quently it is due to the Bacillus colt] less often to 
streptococci. I have known it due to the pneumo¬ 
coccus, and in one such case the colitis was very 
severe. The patient was really dying from loss of 
blood from the bowel. We opened the appendix 
and washed the bowel through and thereby com¬ 
pletely controlled the haemorrhage. In an average 
case of ulcerative colitis the first thing to do is to 
put the patient to bed. Often they will have to 
stay there for weeks. Citrated milk with eggs 
beaten up in it forms a good diet. One egg to 
each half pint of milk, three pints of this mixture 
to be taken in the twenty-four hours, small feeds 
at a time. Sometimes the diarrhoea is so excessive 
that it is necessary to give opium to check it. 
When we see the state of the intestines after death 
we see that it is unlikely that intestinal antiseptics 
will be of any use, but I think that I have seen 
improvement follow the giving of three drops 
of cyllin every four hours, and in other cases 
properly soured milk has helped. Here, as in 
other forms of colitis, the object of the treatment 
is to keep the large bowel empty. In a mild case 
a little castor oil will usually do this. By taking 
the patient's opsonic index to the various micro¬ 
organisms found in the faeces, and by noticing 
which organism is most prevalent, it is not infre¬ 
quently possible to form a fairly certain surmise 
as to which is the organism that is causing the 
ulcerative colitis. In such a case a vaccine may 
be prepared, and I am sure that many patients 
can be very considerably benefited by being kept 
in bed on the diet above mentioned, if at the same 
time the appropriate vaccine is used. For example, 
I saw a boy who had had ulcerative colitis for 
many months, was wasted, confined to bed, and 
no treatment had done him any good. It appeared 
that Bacillus coli was almost certainly the cause of 
his trouble, and a vaccine was prepared. He was 
given small initial doses, rapidly increased to fifty 
millions once a fortnight. The vaccine treatment 
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was continued for nine months. At the end of 
seven months he was well, the diarrhoea and the 
passage of blood and mucus had ceased for a long 
while. He gained weight, went to his work, and 
was still quite well two and a half years after he 
was first seen. I could quote other instances of 
improvement in this condition by this treatment. 
Some of the patients, in addition to vaccine treat¬ 
ment, have taken soured milk and cyllin. On the 
other hand, I have had several cases in which, 
although this treatment has done great good, which 
has lasted for weeks or a few months, the patients 
who have been discharged from the hospital as 
cured have come back later, sometimes at the end 
of a year, suffering from a relapse. In such a case 
it is desirable to open the appendix and wash the 
bowel through with normal saline at the appropriate 
temperature. This should be done two or three 
times a day. If the case is severe the appendix 
should be opened at once, for not only wiil the 
bowel be kept empty by washing from the appendix 
to the anus, but the absorption of some of the 
saline will be beneficial for the collapse from which I 
these patients suffer owing to their previous I 
diarrhoea. Not long ago I was called to a man 
who had a high temperature from frequent passage 
of blood and mucus, a very rapid small pulse, a 
hard, dry, brown tongue. T he opinion of those 
who saw him was—and I agreed with it—that he 
was a dying man. Within a few hours the appendix 
was opened, and he was washed through. The 
improvement was remarkable. In forty-eight 
hours his temperature was normal, he had a good 
pulse and a moist tongue, and he has done well; 
but it must be remembered that in these severe 
cases the micro-organism has probably got into 
the blood from the bowel, and that, therefore, 
while the washing out of the colon from the open 
appendix undoubtedly does great good in helping 
to heal the site of infection, yet it is necessary to 
continue the general treatment. I believe that for 
a case of ulcerative colitis which has relapsed, or 
for a case that is from the first very severe, the 
right treatment is to open the appendix and wash 
the bowel through, and at the same time, if 
possible, to treat the patient by the appropriate 
vaccine. I believe that by this means we shall be 
able to do great good for a disease for which 
hitherto the outlook has been very gloomy. 


TREATMENT OF COLITIS.* 

By ROBERT HUTCHISON, M.D., F.R.C.P. 


The subject of this debate may be approached in 
two ways. One may either describe the principles 
of treatment applicable in the different forms of 
colitis, or one may enumerate the various methods 
of treatment available, and then point out the form 
of the disease in which each is capable of rendering 
service. Dr. Hale White has given an admirable 
exposition of the former method j I propose, in 
what I have to say, to make use of the latter. 

Now, colitis” is a vague term which covers 
several distinct varieties of disease of the colon, 
and it is necessary, for the purposes of discussion, 
to make some sort of preliminary classification of 
its forms. The simpler such classification is the 
better is it adapted for clinical use, and I would 
suggest a division into the following broad groups: 

(1) Catarrhal. 

(rt) Acute. 

(< b ) Chronic. 

(2) Ulcerative. 

(a) Acute. 

(b) Chronic. 

(3) Muco-membranous. 

As we are concerned to-night only with treat¬ 
ment, I do not propose to describe the clinical or 
pathological features of these different forms, but 1 
would only point out that they must not be 
supposed to represent sharply defined diseases, but 
rather to be types between which many inter¬ 
mediate varieties may occur. Thus an affection, 
which may begin by being purely catarrhal, may 
pass on to ulceration, or may end up in the muco 
membranous form, or a colitis which is essentially 
muco-membranous in type may also present a 
certain degree of ulceration, and so on. 

As a preliminary also to any consideration of 
treatment, it is necessary to glance for a moment 
at what we know of the causation of colitis. Here, 
I think, we can distinguish four classes of factors: 

(1) Mechanical irritation , such, for instance, as 
may be caused by the presence of scybalse or by 
coarse and ill-digested food. 

(2) Chemical irritation by ptomaines or other 
food poisons or by drastic aperients. 

(3) Microbic irritation by micro-organisms or 

* Delivered before the Chelsea Clinical Society. 
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their products. An immense variety of organisms 
are probably capable, given the requisite con¬ 
ditions, of setting up a colitis, but amongst the 
best known may be mentioned the bacillus of 
dysentery, the Bacillus coh\ the para-typhoid 
bacillus, pneumococci, streptococci, the Bacillus 
enteritidis , etc. 

(4) A nervous factor .—This is of importance 
chiefly in relation to the muco-membranous form. 
It has, as you know, been much discussed whether 
the neuropathic state which usually—one might 
almost say invariably—accompanies this form of 
colifls is the cause or the consequence of it, but 
whichever view one adopts, I think it will be 
generally admitted that the nervous factor comes 
to be an essential part of the clinical picture in 
muco-membranous colitis, and its removal or 
modification must be a prime object of treatment. 
Having thus cleared the ground, one may pass on 
10 the question of treatment, which is our proper 
subject for to-night. I propose to consider this 
subject under the following heads : 


abundant insoluble residue in the form of cellulose 
along with a large amount of fat. 

For my own part I have no hesitation in saying 
that I believe the French plan to be the better. The 
ideal to aim at is, I think, to eliminate as far as 
possible all coarse particles which stimulate the 
bowel mechanically whilst leaving in those ingre¬ 
dients which act as chemical laxatives. Fruit 
juices and the pulp of stewed fruits thoroughly 
sieved fulfil the latter purpose, whilst mechanical 
irritation is avoided by eliminating from the diet 
all coarse cellulose-containing articles and the con¬ 
nective tissue of meats. That the diet in this type 
of the disease should be rich in fat is sound enough 
in theory, but in practice it is often difficult to make 
it so owing to enfeebled digestive power, whilst the 
lubricating effect of the fats is better achieved by 
the administration of petroleum, either as an emul¬ 
sion or in the form of the preparation known as 
“ Lenitol.” 

2. Medicinal Treatment. 


1. Dietetic Treatment . 

The principle to keep before one in arranging 
the diet in any case of colitis is, I would suggest, 
the avoidance of irritation of the colon. In the 
acutest cases of the catarrhal and ulcerative type 
this may necessitate the complete withholding of 
food for a time and the giving of only such fluids 
as are required to relieve thirst (water, barley- 
water, etc.). In the more chronic cases light 
solids can be added, and in the most chronic of 
all a mixed diet is permissible provided it leaves 
no irritating residue. In order to meet this require¬ 
ment animal foods should be scraped or pounded, 
and vegetable foods should be thoroughly cooked 
and sieved. 

In some cases of the ulcerative type I have found 
great benefit from the use of a diet consisting of 
peptonised milk only, and have known this effect a 
cure when all other means had failed. Soured 
milk, on the other hand, I have found dis¬ 
appointing. 

In the muco-membranous variety, as you are 
aware, two quite different types of diet have been 
advocated. Some, following the French plan, 
recommend an unirritating diet which leaves as 
little residue as possible; others adopt the diet 
introduced by Von Noorden, which contains an 


We may consider the use of drugs under the 
following headings: 

(«) Aperients .—As Dr. Hale White has pointed 
out, one of the chief objects of treatment in colitis 
is to keep the bowel empty, and this will often 
necessitate the use of aperient drugs. It is chiefly, 
of course, in cases of colitis associated with con¬ 
stipation that such drugs are indicated, but even in 
the diarrhoeal types they are often of service. Thus 
at the outset of a case of acute colitis an initial 
dose of castor oil may be required to empty the 
colon, and in the more chronic catarrhal case where 
irritation is being set up by scybalse the same agent 
is of value. Even in chronic ulcerative cases 
aperients may be useful, as, for instance, the sul¬ 
phates in cases of asylum dysentery. In the muco- 
membranous type aperients are almost a necessity, 
and it is important to select the least irritating 
kinds. Of these I agree with Dr. Hale White that 
none is better than castor oil if the patient can take 
it, and next to it I would place an infusion of senna 
pods. Aloetic aperients are too irritating and the 
salines too depressing. Liquid cascara is often 
useful but has to be used with caution. I have 
already referred to the help which petroleum affords 
in many cases. It acts both as a protective lubri¬ 
cant and as a laxative. “ Lenitol ” is a good form 
in which to give it. 
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{b) Astringents. —The routine use of astringents | 
in cases of colitis associated with diarrhoea is, I am 
sure, strongly to be deprecated. It is easy enough 
by their means to suppress the diarrhoea, but by 
so doing one offends against the cardinal principle 
of keeping the colon empty and toxaemic symptoms 
are often increased. In the chronic catarrhal type, 
however, astringents are sometimes helpful, and 
may be given in the form of sulpho-carbolate of 
zinc or large doses of bismuth. 

{c) Sedatives , like astringents, are of limited value. 
Small doses of opium, however, may be necessary 
for the relief of tenesmus in acute cases, or when 
there is a tendency for the bowels to act so soon 
as food enters the stomach, as sometimes happens 
in the more chronic, and in combination with 
castor oil it is often very useful in the acute 
catarrhal form. For the griping pain which is so 
often met with in muco-membranous colitis, and 
which is probably due to enterospasm, I have 
found belladonna the best sedative ; it may be used 
in the form of the extract administered in a pill. 

{d) Antiseptics. —Of these I have a poor opinion. 

I doubt very much whether it is possible to 
produce any real antiseptic effect in the colon 
by any of the drugs commonly used with that 
object (salol, beta-naphthol, cyllin, etc.), and I 
equally doubt whether any great benefit would 
accrue if one could. An exception must be made, 
however, in favour of calomel, which is some¬ 
times classed as an “ intestinal antiseptic,” and 
which is of the greatest value in minimal doses 
( > l r> to 1 g r -) frequently repeated. It should not be 
used as an aperient. 

(e) Specifics. —Ipecacuanha is the only drug of 
this class which is of use in colitis. In the 
ulcerative type, due to chronic or relapsing 
dysentery, I have sometimes found it when given 
in massive doses ta exercise a specific curative 
effect, and I would suggest that it deserves a 
wider trial in cases of this sort met with in this 
country than it has yet received. 

3. Use of Intestinal Injections. 

These play a large part in the treatment of all 
forms of colitis, and for convenience they may be 
divided into three classes : 

(a) Sedative. —Starch and opium injections are 
of use in the relief of pain and tenesmus in the 
same type of case as opium given by the mouth. 


In the muco-membranous form injections of warm 
oil have a valuable sedative effect in the relief of 
griping pain in the sigmoid region which is often 
so troublesome. 

( b) Cleansing. —Large injections are of use for 
| cleansing purposes in all chronic forms of colitis, 
j Normal salt solution is, I think, the best for the 
’ purpose. Antiseptic injections are of doubtful 
advantage, and may even be dangerous. In 
I the muco-membranous form the high injections 
1 administered at Plombieres, Chatel Guyon, 

I Harrogate, and elsewhere are of undoubted utility, 
l but I have nothing to add in this respect to what 
I has already been said by Dr. Hale White. 

■ ( c ) Astringent. —In chronic ulcerative and 

catarrhal colitis astringent injections are often of 
| value on account of their local action on the 
mucous membrane of the bowel. Weak nitrate of 
silver, argyrol, or protargol solution is the best for 
the purpose. 

In regard to all forms of injection in the treat¬ 
ment of colitis, however, certain limitations must 
be borne in mind. They are chiefly of use when 
I the lower part of the colon is alone or principally 
| affected by disease, for one can never be sure of 
their reaching high up. It is easily possible, also, 
to abuse the cleansing injections and to induce 
over-distension of the bowel, and in the ulcerative 
cases there is a distinct danger of producing 
perforation unless great care be exercised in their 
j administration. 

1 

i 4. Operative Treatment. 

\ Although we are chiefly concerned to-night with 
the medical treatment of colitis, I may perhaps be 
! allowed to say a word or two upon operative 
I treatment from a physician’s point of view. Such 
treatment presents certain primd facie advantages. 
By its means it is possible either to throw the 
colon out of action altogether (by colotomy) or to 
“ side-track ” it (by ileo-sigmoidostomy), or to wash 
it out thoroughly (rom end to end (by appendi- 
costomy), or to remove a chronic source of 
infection of it (by appendicectomy). 

I The first of these methods— colotomy —is one 
which is rarely required, and is subject to obvious 
disadvantages. I believe, however, that it is some¬ 
times the only means of saving life in the very 
I acute type of ulcerative colitis to which the name 
I “ haemorrhagic colitis ” is sometimes applied, and I 
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would never hesitate to recommend it in such a 
case. 

Ilco-sigmoidostomy would seem to be a hopeful 
method of treating cases of the muco-membranous 
type associated with obstinate constipation. I have 
had it performed in three such cases, and in each 
case when the patient reported herself two years 
later decided benefit had followed, but in none was 
the result to be regarded as anything approaching 
a cure. The drawback to the operation is that it 
leaves the colon as a cul-de-sac , in which accumula¬ 
tion can take place with a repetition of all the old 
symptoms, and this actually happened to a decided 
degree in one of my cases. 

Appcndicostomy is, I believe, of most help in the j 
chronic ulcerative type. In such cases I never ! 
hesitate to recommend it, and have often known it j 
yield the most brilliant results. Unfortunately, j 
however, relapses are not uncommon. In the j 
muco-membranous type I have had less experience , 
of it, but have been disappointed with the results 
in those cases in which it has been tried. Such | 
patients, it must be remembered, are usually pro- 1 
nounced neurasthenics, and as such are not hopeful I 
subjects for any operative treatment. ' 

Appendicectomy has often been performed in ! 
patients who suffer from muco-membranous colitis, 
and I have seen many such cases. Frequently, I 
believe, the appendix has been removed as the 
result of a mistaken diagnosis, the symptoms of a 
catarrhal typhlitis having been taken for those ! 
of true appendicitis. French writers in particular j 
have drawn attention to this “pseudo-appendicitis,” j 
and I believe it is not an uncommon incident in j 
cases of the muco-membranous type. No benefit, | 
of course, can be expected to follow an operation j 
performed under such a misapprehension ; but even , 
in those cases in which the appendix proved to be I 
the seat of disease and might be expected to be 
acting as a chronic source of infection of the colon | 
I have rarely, if ever, seen any benefit result from j 
its removal so far as the colon was concerned. | 

5. Specific Treatment . 

Under this head one should consider the use of 
anti-dysenteric sera and of vaccines. As this sub- 1 
ject is to be fully dealt with at the next meeting, ! 
however, by speakers who are much more qualified I 
to handle it than I am, I shall content myself ! 
with saying that the little I have seen of the use of 1 
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vaccines in colitis has not led me to believe that 
they are likely to prove of ftnuch real value in 
treatment. 

THE SURGICAL TREATMENT OF 
COLITIS AND ITS INDICATIONS.* 

By P. LOCKHART MUMMERY, F.R.C.S.Eng., 
B.C., M.B.Cantab., 

Assistant Surgeon St. Mark’s Hospital for Cancer, Fistula, 
and other Diseases of the Rectum, and Surgeon, 
Queen s Hospital for Children. 

From the point of view of the operative treatment 
of colitis we may divide the cases into two 
classes: 

(1) Cases of ulcerative colitis, and— 

(2) The more chronic forms in which there is 
no ulceration. 

I propose to deal first with ulcerative colitis, 
and then to discuss the operative treatment of the 
more chronic forms such as muco-membranous 
colitis. 

There are three (probably more) distinct forms 
of ulcerative colitis which can be easily distin¬ 
guished : Ordinary ulcerative colitis, haemorrhagic 
colitis, and follicular ulcerative colitis. From the 
point of view of treatment, however, this distinc¬ 
tion is not of much importance with the exception 
of the follicular form, with which I will deal later. 

There are, of course, all grades of ulcerative 
colitis, from cases where the patient is compara¬ 
tively well and able to get about, to the very severe 
type which threatens death within a few weeks, or 
earlier. 

Until quite recently ulcerative colitis was a 
condition for which very little could be done, and 
the mortality was very high. Out of sixty cases 
which I collected for the Jacksonian essay of 190S 
I found the mortality in the unoperated cases was 
70 per cent.; while in the statistics produced from 
St. Thomas’s Hospital at the time of the discussion 
on ulcerative colitis, which took place at the Royal 
Society of Medicine, there was a mortality of 50 
per cent., so that we must look upon this condition 
as one which very seriously threatens life. 

There are two methods of treating ulcerative 
colitis by operation : 

* Delivered before the Chelsea Clinical Society. 
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(1) Giving rest to the colon by establishing an 
artificial anus in the caecum, or performing ileo- 
sigmoidostomy. 

(2) By making an opening through which the 
colon can be irrigated, and the ulcerated areas 
kept clean. 

To deal first with the former method, it is 
obvious that nothing but a right caeca! colo- 
tomy can be of any use, as the whole of the 
colon is usually involved. Right caecal colotomy 
undoubtedly gives excellent results as regards 
recovery from colitis, and as regards saving the 
patient’s life. The operation is, however, objec¬ 
tionable, as a right-sided colostomy is always more 
unpleasant than a left-sided one. Moreover, it is 
frequently impossible or inadvisable to close the 
opening, and it has to be retained as a permanent 
outlet for the faeces. In several cases an attempt 
to close the opening has resulted in a recurrence 
of the symptoms, and in a few the patient has died 
from the operation to close it. It is, therefore, 
obvious that it is an operation only to be per¬ 
formed in the severest cases, and when every 
other method has failed and the patient is in | 
danger of dying. 

With regard to ileo-sigmoidostomy, this is prac¬ 
tically a useless operation in cases of ulcerative 
colitis, as, in the first place, the operation is a 
severe one, taking some considerable time to do, 
and the patient is generally much too ill to warrant 
any prolonged operation. And secondly, the lower 
part of the sigmoid flexure, which would have to 
be used for the junction, will almost certainly be 
ulcerated. To turn to the second method. This 
is undoubtedly the ideal operation for these cases. < 
The usual operation performed is that known as 
appendicostomy. There are a few cases, however, 
where, owing to the appendix having previously 
been removed, or owing to its being seriously dis¬ 
eased or entirely rudimentary, the appendix cannot 
be utilised. In these cases a very satisfactory 
opening can be made by burying a No. 8 catheter 
in the wall of the caecum, by means of Lembert 
sutures so as to form a valvular opening, the 
caecum being, of course, stitched to the abdominal 
wall and the end of the catheter brought out 
through one corner of the incision. An opening 
of this sort is entirely satisfactory, but is not so 
good as an appendicdstomy opening, as in order to 
keep the opening patent it would be necessary for 
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! the patient to wear some form of apparatus. 
I Leakage, however, from the caecum need not 
! occur. 

I The operation of appendicostomy is one which, so 
far as my experience goes, has no mortality, and is 
not attended with any risk to life if properly and 
carefully performed. It can be quickly done with¬ 
out exposing the abdominal cavity for more than 
a few seconds, and without in any way prejudicing 
the patient’s chance of recovery. 

In ulcerative cases a catheter is passed into the 
caecum on the operating table and the colon is 
washed out, a tube having been introduced into 
the rectum, until the colon is practically cleaned 
out, as evidenced by the fact that the w T ater coming 
away from the rectal tube is clean. A very large 
quantity of water or saline solution may have to be 
used before this is attained. In severe cases, 
where the patient is threatened with death from 
toxaemia or haemorrhage, I consider this very im¬ 
portant. Subsequently the colon is kept washed 
out every five or six hours, or oftener if this fails 
to control the bleeding. Hazeline is often added 
| to the water to act as a haemostatic. 

The result of the operation in cases of ulcerative 
colitis is quite amazing. The haemorrhage is 
generally controlled within twelve or twenty-four 
hours and the toxaemia rapidly disappears, as 
evidenced by the temperature going down, by the 
tongue becoming clean, and by a very marked 
improvement in the patient’s general condition. 
As one is able to keep the colon washed out with 
absolute certainty it is possible to get these patients 
very quickly on to a more or less full diet* and this 
has a very important bearing in enabling them to 
recover from what is, as a rule, a most serious ill¬ 
ness. I have known patients to put on a couple 
of stone within six w ? eeks after appendicostomy has 
been performed. 

I had a typical case the other day. The patient 
was a man about forty who developed typical 
ulcerative colitis in a severe form. It began with 
diarrhoea and occasional bleeding and a rapid loss 
of flesh. Within a comparatively short time he 
became extremely ill, with a rapid running pulse, 
continuous high temperature, and almost incessant 
diarrhoea. The stools were very foul and contained 
large quantities of blood, some of the haemorrhages 
being sufficiently profuse to threaten life. He was 
seen by Dr. Hale White, who thought there was 
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little chance of recovery, and recommended 
appendicostomy as offering the only chance. I 
performed the operation the same evening, and the 
colon was washed clean on the operating table, 
nearly two gallons of water being used. The 
patient rapidly began to “pick up,” there were 
no further haemorrhages of any moment, and within 
a week the patient was practically out of danger. 
The temperature came down, and all the symptoms 
entirely cleared up. I have had a number of 
similar cases in which appendicostomy undoubtedly 
saved the patient’s life, and recovery was quite 
extraordinarily rapid. I have not met with a single 
instance in which appendicostomy failed to imme¬ 
diately relieve the symptoms, and in which rapid 
recovery did not follow the operation. I have not 
met with any case of ulcerative colitis in which 
recovery has not taken place after appendicostomy, 
though in one case the patient died from heart 
failure before recovery was complete. 

I quite agree with Dr. Hale White and Dr. 
Hutchison that patients with ulcerative colitis do 
sometimes get quite well without operation. In 
such cases, however, recovery is a very slow process, I 
occupying many months, and relapses are very j 
common. I believe, therefore, that it is not worth | 
while or in the best interests of the patient to try | 
non-operative treatment when a definite ulcera- j 
tive colitis exists. I have one case in particular in 
mind of a young officer in the Army, who some I 
four years ago had severe ulcerative colitis following j 
an attack of dysentery contracted in India. I saw j 
him in consultation with Dr. Hale White, and he | 
recovered without operation. It was, however, six j 
to nine months before he was well enough to return t 
to his duties, and within six months he had another 1 
attack which laid him up for another four months, 1 
but from which he again recovered without opera¬ 
tion. Some four months after this the condition 
again relapsed, and it was thought probable that he 
would have to leave the Army unless something 
could be done to prevent the constant relapses. 
After consultation I performed appendicostomy, 
and within a month he was back at his duties, 
whereas in previous attacks it had been three or 
four months. It is now about fifteen months 
since I performed the operation and he has 
remained quite well since. My only regret is that 
the operation was not performed in the first 
instance. Relapses occasionally occur even after 


appendicostomy, but can quickly be cut short by 
resuming irrigation of the colon. For this reason, 
however, it is not advisable to allow the opening 
to close until at least a year has passed without a 
relapse. As, however, the opening does not cause 
the patient the slightest inconvenience, nor require 
that anything should be worn over it, there is no 
difficulty about this. 

The results of appendicostomy in cases of 
ulcerative colitis are so satisfactory, and recovery 
is so rapid, that I think it is unwise to attempt to 
treat the cases without operation, and that appendi¬ 
costomy should be performed at once in all cases, 
instead of, as is sometimes the case, being left as a 
I last resort if other means fail. The latter course, 

! even if successful, will mean a long, severe illness 
j with a prolonged convalescence, whereas if appendi¬ 
costomy is performed, the patient is generally 
! about again in four or five weeks. 

; Before leaving the subject of ulcerative colitis, 

I I should like to say that it is not safe to diagnose 
| this condition from the symptoms alone, as there 
are one or two other conditions with identical 
symptoms. Last year I was called in to see two 
cases presenting typical symptoms of ulcerative 
colitis, and in both the sigmoidoscope showed 
there were multiple adenomata of the colon—a 
condition quite different from ulcerative colitis, 
and requiring different treatment. Follicular 
colitis is a form of ulcerative colitis which is 
always secondary to some other condition, such as 
cancer or stricture. 

To turn to the cases of chronic mucous colitis, 
these are usually divided into cases in which the 
colitis is secondary and those in which it is primary. 

I believe this classification to be quite correct, but 
I would put most of the cases under the heading 
of secondary colitis and reserve the word “primary” 
for those cases in which a definite inflammatory 
j condition of the mucosa of the colon can be 
demonstrated by means of the sigmoidoscope. 

^ Out of sixty-six cases which I collected I found 
there were only thirty in which this was the case. 

I In other words, in less than 45 per cent, can 
j an inflammatory condition be demonstrated, and 
I these cases alone justify the word “colitis.” In 
1 the remainder the symptoms are secondary to a 
1 lesion in some other part, and it is my belief 
I that, with the exception of the cases where a 
| definite inflammatory condition exists, some other 
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lesion is accountable for the symptoms. The 
following table gives some idea of the variety of 
lesions which are found in cases of so-called mem¬ 
branous colitis : 

Adhesions and pericolitis causing more or less 


kinking and obstruction . .14 

Enteroptosis of the colon .... 5 

Chronic appendicitis .... 5 

Inflammation or displacement of the uterus 

or appendages ..... 2 

Previous operations upon the abdomen in¬ 
volving the colon .... 2 

Chronic inflammation of the colon 30 

Cancer ....... 7 

Fibrous strictures of the sigmoid ... 2 


The most important factor in treating cases of 
chronic mucous and membranous colitis is to make 
a correct diagnosis. 

A careful study of the cases which I have 
collected, and of the pathological data obtainable 
in cases of chronic mucous colitis, has led me 
inevitably to one conclusion, namely, that chronic 
mucous and membranous colitis, as ordinarily 
described in text-books and medical treatises, is 
not a disease, and has no claim to be considered 
as a clinical entity. It is clearly a collection of 
symptoms which, from want of better knowledge 
as to the pathology of the colon, have been 
described as a disease, whereas, in* fact, these 
symptoms may be due to many different patho¬ 
logical conditions of the colon, of widely different 
character. I think the name “mucous” or “mem¬ 
branous colitis” should not-be used, as it depends 
upon the presence of mucus in the stools; and we 
know that an excess of mucus occurs in a great 
variety of pathological states of the colon, and the 
form which the mucus takes, whether shreds, 
casts, or membrane, is of no real importance. The 
first essential in treating any case is an examination 
with the sigmoidoscope. If an inflammatory con¬ 
dition is then found, the condition should be 
treated as a colitis, and in the vast majority of 
cases recovery will, I believe, occur without opera¬ 
tion. When, however, no inflammation is found, 
a most careful examination must be made to 
discover the cause of the symptoms, and successful 
treatment will depend upon the discovery and 
treatment of the lesion, whatever this may be. 
During the last two years I have had several cases 
in which a patient supposed to be suffering from 


chronic membranous colitis was cured by the 
discovery and removalof the cause of the symptoms. 
In one case this was found to be gall-stones, and 
I removed forty gall-stones from the patient's gall¬ 
bladder. She had previously been ill for ten 
years, and has now been perfectly well for two. 

In another case the patient had a large hernia 
in which the gut was partially incarcerated and 
which was producing the symptoms. In another 
; case there was a stricture six inches long in the 
middle of the sigmoid flexure, due to hyperplastic 
tuberculosis; this was resected and the patient 
recovered. And I could quote a number of 
similar instances. I quite agree with I)r. Hale 
I White and Dr. Hutchison that appendicostomy 
often fails to cure cases of membranous colitis. 
It often very materially improves the patient by 
insuring that the colon is kept empty and by 
preventing auto-intoxication. A marked improve¬ 
ment in the general health often results, but many 
of the subjective symptoms are not improved. I 
believe that the main cause of failure is incorrect 
diagnosis. Some of the most difficult cases are 
those in which there are symptoms of chronic 
colitis associated with severe visceroptosis. In 
such cases appendicostomy, by preventing accumu¬ 
lation in the prolapsed colon, will much improve 
the patient's general condition, but it cannot be 
expected that it will materially improve the 
dyspeptic symptoms or the lack of energy, which 
is the inevitable result of the lowered intra- 
abdominal pressure. I believe that appendicostomy 
should only be performed for cases of chronic 
mucous colitis after non-operative treatment has 
been given a very thorough trial and failed, and 
only then after everything possible has been* done 
to ascertain whether there is some intra-abdominal 
lesion behind the symptoms. Where, however, 
the patient shows well-marked symptoms of auto¬ 
intoxication appendicostomy will do a great deal 
towards improving the patient's general condition, 
and 1 have seen a number of cases where a patient, 
who was previously a chronic invalid, has recovered 
sufficietnly to enjoy useful life. 

As was pointed out by Dr. Hale White, it is 
essential to keep the colon as empty as possible in 
order to get patients suffering from colitis well. 
The only way short of csecostomy of doing this is 
by performing appendicostomy, and when medical 
treatment fails to improve the patient this opera- 
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tion should, in my opinion, be performed. The 
only cases in which I have known the operation 
fail to cure chronic muco-membranous colitis have 
been cases in which no inflammatory condition of 
the colon could be demonstrated, and the failure 
in such cases to cure the patient is, in my opinion, 
due to the real cause of the symptoms not having 
been discovered or treated. I have obtained my 
best results in the treatment of chronic muco- 
membranous colitis, not by appendicostomy, but 
by discovering some lesion in the colon or outside 
it, and removing it. The indiscriminate perfor¬ 
mance of appendicostomy in all cases where 
membrane or casts in the stools is found associated 
with abdominal pain tends, in my opinion, to bring 
discredit upon the operation, and is an unscientific 
method of treatment. 

To sum up, I think appendicostomy should be 
performed at once in all cases of ulcerative colitis, 
and is good treatment in cases of real chronic 
colitis (/’. e. where inflammation of the colon can be 
demonstrated) when medical treatment has failed. 

It also affords great relief, though it does not result 
in a cure in cases of chronic colitis associated with 
visceroptosis. 

The essential to successful results in all cases 
of chronic muco-membranous colitis is a correct 
diagnosis, and this is often a matter of great 
difficulty; but our results are already so much 
better than they were ten years ago that we may j 
confidently look forward to much greater success | 
in the future. 


Determination of Tubercle Bacilli in 
Tissues.— Hart and Lessing slate that tubercle 
bacilli do not lose their vitality even when the 
tissues are cut into frozen sections and treated with 
formol for half an hour. Animals inoculated with 
the tissues contract tuberculosis. Even when the 
frozen sections are stained with haematoxylin and 
differentiated with hydrochloric acid and alcohol, 
and after glycerin embedding are dissolved with 
15 per cent, amiformin, still the tubercle bacilli | 
are capable of infecting animals. Systematic exa- j 
mination in this way of the entire lymphatic 
apparatus is liable to throw light on a number of 
disputed problems. It is their impression that 
tuberculous infection of children is pre-eminently a 
dirt infection, occurring # by way of the mouth, 
throat, and intestine, \v;hile adults become infected 
by aspiration of the tubercle bacilli .—Journ. 
A.AI.A., vol. lvi, No. 15. 


OPERATIONS FOR POTT’S AND 
DUPUYTREN’S FRACTURES. 


By R. P. ROWLANDS, M.S., F.R.C.S., 

Assistant Surgeon and Surgeon in Charge of the 
Orthopedic Department, Guy’s Hospital. 


The results of the “ conservative ” treatment of 
Pott’s fracture are notoriously unsatisfactory. The 
mortise formed by the malleoli is widened, and 



fails to grip the astragalus properly. The usual 
result is that the foot becomes more and more 
abducted as the result of the weight of the body. 
The foot becomes flat and ultimately rigid, and 
more or less useless. The patient stumps about 
on his heel, and with the progress of years suffers 
increasingly from osteo-arthrifis (Fig. 1). 

The results of Dupuytren’s fracture are even 
worse, for in this the upper and outer edge of the 
astragalus acts as a wedge, and separates the tibia 
and fibula from one another, producing more and 
more abduction and eversion of the foot. It] may 
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he remembered that in Pott's fracture the fibula is 
broken in its lower third and the internal lateral 1 
ligament torn or the internal malleolus broken. 
But the essential thing, according to Pott’s original 
description, is that there is a dislocation at the 
ankle-joint, the astragalus being tilted out and 
drawn backwards and upwards. A mere fracture 
of the fibula without displacement at the ankle is 
not a Pott’s fracture ; too much stress cannot be 
laid upon tin’s point, for the results of the conser¬ 
vative treatment of this mere fracture of the fibula 
are excellent, and there is no need to perform any 
operation for it. In Dupuytren’s fracture the outer 
malleolus is capable of even more displacement 


illustration of the good results that can be obtained 
by operation : 

The patient fell downstairs on December 21st, 
1910, and complained a good deal of pain in the 
right thigh. She almost fainted, and she sat in a 
chair, and when she got up out of the chair she 
had a sudden and very severe pain in the right 
ankle, which gave way under her. Dr. Wyatt was 
I called in, and found that there was a very bad 
Pott’s fracture. Dr. Morton was asked to go down 
and examine her with the X rays, which he did on 
December 22nd, and he showed me the plates at 
Guy’s Hospital and sent prints to Dr. Wyatt, 
showing the following deformities : 



Fig. 2. —Shows a fracture of the malleoli with con¬ 
siderable displacement. A fracture of the fibula runs 
upwards and outwards from the ankle-joint, so that 
the upper and outer edge of the astragalus forms the 
apex of a wedge, which increases the separation of 
the fibular fragments when the patient stands. 

than it is in Pott’s fracture, for either the inferior 
tibio-fibular ligaments are torn or there is a vertical 
fracture of the tibia just internal to the tibio-fibular 
articulation, or an oblique or spiral fracture of the 
fibular malleolus, as shown in Figs. 2 and 3. The 
earning capacity of a working man who has sus¬ 
tained one of these fractures is very much depre¬ 
ciated ; in fact, some of them never work again. 
In spite of these bad results and Mr. Arbuthnot 
Lane's brilliant advocacy and successful operations 
for these fractures, the enormous value of early 
operation is not yet fully understood. The follow¬ 
ing case of Dupuytren’s fracture is reported as an 


Fig. 3.—Shows the backward and upward displacement 
of the astragalus on the tibia and the postero-inferior 
edge of the latter broken and displaced backwards. 

It also shows the talipes equinus usual in these frac¬ 
tures. 

There was an oblique fracture of the fibula, 
starting posteriorly about ii in. above the articula¬ 
tion of the fibula with the tibia, and running 
1 obliquely downwards and forwards through that 
articulation into the ankle. The lower end of the 
j shaft of the fibula was not separated from the tibia, 
the tibio-fibular joint being apparently unspoilt,but 
the lower fragment of the fibula was displaced back¬ 
wards, outwards and upwards, the tendo Achilles 
being taut and drawing the foot into the equinus 
position. The astragalus had been displaced back¬ 
wards on the tibia, so that the middle of the 
superior articular surface of the bone was opposite 
1 the posterior border of the lower end of the tibia 
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(Figs. 2 and 3). Several attempts were made to 
reduce the fracture, but without avail. It was 



Fig. 4—Figs. 4 and 5 are from the same patient as Figs. 

2 and 3. Fig. 4 is an antero-posterior view show¬ 
ing a screw passing obliquely through the external 
malleolus and the lower end of the tibia, restoring 
the external mallcoius into its natural position and 
re-establishing the mortise of the ankle. The in¬ 
ternal malleolus has been pushed into its natural 
position bv the astragalus. The photographs were taken 
by Mr. Shenton two months after the accident. 

therefore decided to operate, although the patient’s 
general condition was far from good, she being 
anaemic and stout. There was a great deal of 
swelling about the ankle, and a bleb over the root 
of the internal malleolus. The swelling had sub¬ 
sided considerably before the operation. 

The operation took place on December 27th, 
1910. A tourniquet was applied round the middle 
third of the thigh, and the tendo Achilles was 
divided subcutaneously. A curved incision was 
then made a little in front of the lower end of the 
fibula, which was exposed, showing an oblique 
fracture running downwards, forwards and inwards 
through the tibio-fibular articulation. T he lower 
fragments were displaced backwards, outwards and 
upwards. There was a great deal of laceration of 
the soft parts, and much effusion of blood into 
them. It was very difficult to get the lower frag¬ 
ment into position, but with the aid of traction 
upon the foot, pressure on the fragments, counter¬ 
pressure on the lower end of the tibia, and the use 
of bone forceps, it was at last got into position. 
Dr. Wyatt held it while a screw was passed through 
it and the tibia in an oblique* k manner from below 


upwards, inwards and forwards. As the screw was 
driven home the position of the fragments became 
perfect, only a line indicating the site of fracture. 
The internal malleolus was now found to be restored 
to its natural position (Figs. 4 and 5). The peroneus 
brevis was divided at the lower end of the wound, 
the peroneus longus being carefully saved. The soft 
parts were sewn over with catgut and the skin with 
salmon-gut. The operation lasted about twenty 
minutes. The patient did not take the anaesthetic 
very well. She bore the operation well. Aseptic 
dressings were firmly applied, the tourniquet re¬ 
moved, and the foot and leg were fixed in a pos¬ 
terior metal splint. The patient is now walking 
about two months after the accident. The leg is 
strong and shapely,and the ankle movable. Massage 
and movement have been assiduously carried out. 
For Pott’s fracture a plate or a wire at the site of 
fracture in the fibula gives very good results (vide 
Fig. 6). Usually a plate is the more satisfactory. 
It is always important, however, to find out at the 
operation if there is any separation between the 
tibia and fibula, for it must be remembered that an 
examination with the X rays does not necessarily 



Fig. 5. —The photograph is taken from side to side, and 
shows that the astragalus has been brought forwards 
into its natural relation with the tibia, and that the 
equinus has been corrected. At the upper end of the 
fracture of the fibula a splinter is shown, which was 
seen at the operation. 
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show any separation between the two bones. This 
may only become evident when the patient begins 



Ftci. 6.—Skiagram taken six months after an operation 
undertaken four months after a very bad Dupuytren’s 
fracture with great deformity and disability. Note 
the screw holding the lower ends of the bones to¬ 
gether, and a wire which was used to bind together 
the overlapping ends of the fibular fragments. The 
patient has now a useful and shapely limb. 

to stand and walk. I therefore make a practice of 
carrying the incision down and exposing the front 
of the inferior tibio-fibular joint, and thus accurately 
ascertaining the condition of this joint. When 
the ligaments are torn, I freshen the contiguous 
surfaces of the two bones by cutting away 
thin slices with a chisel, and then I pass 
a screw horizontally through the two bones 
a little above the ankle-joint (vide Fig. 6). In 
the variety of oblique fracture of the fibula shown 
in Figs. 2, 3 4, and 5 a screw is passed upwards 
and inwards. The screw is far more efficient than 
a plate and it seems to do no harm. Should it 
give rise to inflammation it can easily be removed 
through a small incision at any time after the 
fracture has joined. Fig. 6 shows the result 
obtained in a young woman who had sustained a 
severe Dupuytren’s fracture four months before 
operation. She was hopelessly crippled and de¬ 


formed, but now she works and walks about well, 
with a shapely and strong ankle which moves well. 
As a rule, however, in these late cases a direct 
attack is not the best. In these the essential thing 
is to restore the line of the limb and the move¬ 
ments of the ankle-joint. At the same time the 
upper surface of the astragalus is restored to the 
horizontal, so that its upper and outer edge ceases 
to act as a wedge and its outer surface ceases to 
press unduly on the outer malleolus. These 
measures are best carried out by first dividing the 
tendo Achilles and the peroneus brevis, and then 
forcibly moving the ankle-joint to the fullest extent. 
Lastly, a wedge is taken from the lower end of the 
tibia. The base of the wedge is a little wider in 
front than behind ; this serves to correct the talipes 
equinus and the backward and upward displace¬ 
ment of the astragalus. The results obtained, 
however, are not to be compared with those derived 
from an operation undertaken within a few days of 
the injury. For complete success the most 
perfect asepsis is necessary. My best thanks are 



Fig. 7.—A Pott’s fracture with deformity for which a 
wedge was taken from the inner side of the tibia to 
restore the line of the limb. Note that the mortise 
is good and that the upper surface of the astragalus 
is now nearly horizontal. 

due to Mr. Shenton and Dr. Morton for the radio¬ 
grams. 

May 1 st, 1911. 
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EXAMINATION OF THE ABDOMEN 
IN GENERAL. 


Our methods are crude and inexact compared to 
those applicable to the chest. Auscultation is of 
practically no use. Inspection is helpful in but few 
cases. Palpation, our mainstay, is often rendered 
almost impossible by thickness, muscular spasm, or 
ticklishness of the abdominal walls. Percussion is 
of great value in some cases, but yields no useful 
results in the majority. 

The knack of abdominal examination, and 
especially that part of it whereby the skilled dia¬ 
gnostician gets his most valued infomiation, is 
difficult even to demonstrate and almost impossible 
to describe. Hence the account of it in this and 
other books is very brief when compared with the 
space allotted to the methods of examining the 
chest. The table or bed on which the patient lies 
during most abdominal examinations (excluding 
gynaecological work) should be at least three feet 
high, narrow, and firm. Most beds are too low, 
too wide, and too soft; but, on the other hand, the 
patient must not be made uncomfortable by the 
hardness or coldness of the surface on which he 
lies. A comfortable pillow should be provided. 

We need a tangential light, such as accentuates 
by shadows every unevenness of the surface. If 
the patient is examined in the ordinary dorsal 
decubitus, the light from any single window, except 
one overhead, is satisfactory. If one inspects the 
abdomen with the patient upright, he should stand 
with his side to the light, not facing it. By inspec¬ 
tion we seek information on : (a) The general 
contour of the abdomen ; (b) the surface of the 
belly-walls, especially the skin and the navel; (c) 
respiratory movements, their limitations or absence; 
( d) peristaltic movements (gastric or intestinal in 
origin); (e) the presence of local prominence or 
(rarely) depression. 

Inspection of the belly-wall. —(1) The surface of 
the belly-wall is often searched most carefully for 
the rose spots of typhoid fever, which are hyper- 
aemic, very slightly elevated spots, about the 
diameter of a large pin-head (2-4 mm.). They 
disappear on pressure. Pimples are usually larger, 
better defined at the edges, and more highly 
coloured, contrasting with the very pale red of 


most rose spots. They are by no means confined 
to the belly, and may be found exclusively on the 
back. Having been at the outset somewhat 
sceptical of their value in diagnosis, I have 
become thoroughly convinced by greater experi¬ 
ence and more careful examination. The spots 
are present in about three fourths of all cases, 
and, while they also may occur in any disease 
when the blood contains bacteria (e. g. sepsis), they 
are commonest in typhoid. (2) Distended and 
tortuous veins on the abdomen are seen in diseases 
obstructing the portal circulation (rarely in cir¬ 
rhotic liver) or the inferior cava. (3) Striae, or 
linear markings on the skin of the abdomen, follow 
any long-standing trouble that stretches the skin— 
pregnancy, obesity, tumours, etc. They are red 
when first produced, but later turn white (lineae 
albicantes). (4) Scars of old wounds or operations 
i may be of great diagnostic value in comatose or 
delirious cases. (5) Projection or levelling of the 
normal depression at the navel is evidence of dis¬ 
tension within the belly. Respiratory movements 
of the belly-walls are limited, or cease in painful 
diseases within the peritoneum (peritonitis, lead 
colic), or when the diaphragm is pushed up by a 
large tumour, ascites, or meteorism. With the 
I patient on the back upon a suitable bed or table, 

| the head on a comfortable pillow and the abdomen 
| exposed, run the palm of the hand (warm) lightly 
| over the whole surface to accustom the muscles to 
I its presence. Then try whether better relaxation 
of the belly-walls is obtained when the patient’s 
knees are drawn up. Some patients relax better in 
this position, others when the legs are extended. 
If the muscles of the abdomen remain contracted 
and stiff, even when the patient is comfortable and 
has become accustomed to the presence of the 
physician’s hand, we may try to induce relaxation : 
(a) By getting the patient to take a series of deep 
breaths; (b) by diverting his attention through 
conversation or otherwise. If these means fail, and 
it is important that we should thoroughly investi¬ 
gate the abdomen, we have left two further ways 
of producing relaxation, viz. : (c) by putting the 
patient into a warm bath); (d) by anaesthesia 
(ether or chloroform). 

The above is taken from the fourth edition of 
Dr. Richard C. Cabot’s book on c Physical 
Diagnosis,’ published by Bailliere, Tindall and 
Cox. The value of this work lies in the fact that 
Cabot describes only what he knows himself by 
prolonged use to be of service to the practitioner. 
Cabot does not make any attempt to describe 
technical processes with which he has no personal 
familiarity, and he has therefore succeeded in pro¬ 
ducing a volume replete with experience, and rich 
with practical points of importance to clinicians. 
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SOME REMARKS ON RECENT 
DEVELOPMENTS IN METHODS 
OF DIAGNOSIS. 

By SIR W. H. ALLCHIN, M.D., F.R.C.P., 
F.R.S.Ed., 

Physician Extraordinary to H.M. the King; Consulting 
Physician to the Westminster Hospital and to the 
Victoria Hospital for Children. 

Gentlemen, —Clearly the first duty of the medical 
man in respect to his patient is to ascertain to the 
best of his ability, what is the matter—in other words, 
to make a diagnosis ; and it is worth while fully 
to understand what is meant by this procedure— 
what a diagnosis involves and what are its limita¬ 
tions. 

The various maladies by which the body may be 
affected manifest themselves by certain departures 
from the normal structure and function which are 
spoken of as signs and symptoms, and it is to the 
detection and recognition of them that our efforts 
are first directed. Having collected these data we 
proceed to refer them as far as possible to the 
underlying structural changes with which they are 
more or less directly connected, a proceeding which 
assumes a knowledge of normal anatomy both gross 
and minute, and physiology, and also morbid 
alterations in the organs and tissues. When this 
has been arrived at as completely as may be we 
are in a position to realise the defects in the living 
organism—the flaws, so to say, in the machinery of 
the body. But for a'•complete understanding we 
further require to know what are the cause or 
causes which have brought about the abnormalities 
that are presented by the patient, the antecedent 
conditions of which the present state is the result, 
and we also must from previous experience be able 
intelligently to anticipate what further changes are 
likely to occur and to forecast the effect on the 
individual both immediate and remote—a form of 
prophecy denominated a prognosis. It is obvious 
that each stage of this complex proceeding is far 
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from being perfect and complete, but is constantly j recumbent posture; a moist cough, and fever, the 
being extended and developed as means of investiga- j character of which, however, is subject to great 
tion are improved, as our pathological knowledge J variety. Sometimes there is so little constitutional 
is extended, and as our recognition of causation disturbance, so little febrile oppression, that the 
becomes more precise, and as these each and all , disease makes rapid advances before its nature is 
become more accurate so will our diagnosis become i suspected. Sometimes the pulse is hard, but much 
more exact. ! more commonly it is distinguished by its fulness 

Though this may represent the method and aim and softness. Peripneumony is often attended by 
of to-day, it was very different, say, a century ago, : a puffiness of the features, lividity about the lips 
when the whole proceeding was of a far more j and under the eyes, and occasionally headache— 
superficial character, and almost entirely consisted I symptoms obviously referable to the difficulty 
in the observance of the symptoms the patient pre- , experienced in the transmission of blood through 
sented with but little reference of them to their j the lungs. . . . During the whole course of 

associated morbid structural states. Moreover, too, the disease it is necessary to attend accurately to 
it was only those symptoms that the patient com- the state of the expectoration, by which, no less 
plained of himself: his pains and aches or other | than by the variations in the four leading symptoms 
sensations, together with those which the physician | already stated, is the progress of the inflammation 
could see, such as the appearance of the patient, j to be judged and the treatment regulated.” As 
his breathing and the like, with the feel and rate j further illustrating the disadvantage which a want 
of the pulse that were considered. What we now ! of knowledge of physical signs imposed on the 
know as an orderly physical examination, by which ^ physicians of those days the following from the 
the physical state, size, shape, feel, etc., of the > same work may be quoted: “ The diagnosis of 
various organs is ascertained, and their morbid ! pleurisy and pericarditis is often a matter of diffi- 
condition from that inferred, was quite unknown. I culty, although apparently there are sufficient 
Percussion and auscultation had not yet been symptoms already detailed to distinguish these 
practised, athough Auenbrugger had published diseases under every possible circumstance. The 

in 1761 his ‘New Invention for Discovering appearance of the countenance may be sometimes 

Obscure Thoracic Diseases by Percussion of the resorted to in aid of the other symptoms. Common 
Chest/ and Laennec, the introducer of the j inflammation of the lungs frequently proceeds 
stethoscope, had published in 1819 his work > to a great extent without a corresponding change 
* On Mediate Auscultation.’ It was the visible , of countenance; but in pericarditis there occurs, 
phenomena of disease with the subjective symp- j from the very earliest periods, a peculiarly anxious 
toms that constituted almost the entire data upon j expression of the features, commonly with paleness, 
which a diagnosis was made. If you turn to any ! This symptom, however, fails as a diagnostic mark 
of the standard works on medicine of the first j between this disease and acute bronchitis, which 
quarter of the last century you will see how this is has often, I believe, been mistaken for it; but the 
borne out. Thus, in the ‘Elements of the Theory error is fortunately of no practical importance.” 

and Practice of Physic/ by Dr. George Gregory, In the fourth edition of Dr. Gregory's book, 
published in 1823, in the account given of pneu- published in 1835, a marked advance had been 

monia, by which term was meant acute inflamma- made. In the account of the “ External Characters 

mation of any of the structures within the thorax, of Peripneumony” it is stated that “examination 

there is no mention of any of the manifestations of the chest affords considerable assistance towards 
which we should now designate as physical signs, ascertaining the existence of peripneumony, its 
Indeed, the entire description of “ peripneumony ” extent and the progress making towards death or 
(meaning by that what we understand as pneu- recovery,” and full reference is made to the dulness 
monia) consisted in this : “ The usual symptoms elicited by percussion over the diseased lung, the 
are an obtuse pain, sometimes referred to the side, change of the respiratory murmur into crepita- 
but more usually to the sternum or epigastrium, tion, “the absence of respiration when hepatisa- 
and occasionally to the back or shoulder; impeded tion is fully established,” and the production of 
breathing, which is often particularly difficult in the bronchophony. What is more, also, is a very fair 
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description of the post-mortem appearances and I 
indications of associating them with the pheno- 1 
mena observed during life. The paragraph above ! 
quoted relating to pericarditis and its distinction 
from pleurisy and acute bronchitis underwent 1 
considerable modification in the later edition, and 
full value was assigned to the signs obtained by 
percussion and auscultation. 

It was by the introduction and development of 
the art of physical examination, and by the exten¬ 
sion of knowledge of morbid anatomy, gros^and 
minute, that advancement in methods of diagnosis 
was made, resulting in a fuller knowledge of the 
condition of the patient. The technique of physical 
examination was largely helped by improvements in 
instruments of precision—the stethoscope, clinical 
thermometer, sphymograph, and manometer, oph¬ 
thalmoscope, laryngoscope, and more recently that 
important aid to our range of vision, the X-rays ; 
whilst the microscope, with each step towards perfec¬ 
tion, contributed to our knowledge not only of healthy 
and diseased structures, but became an essential for 
clinical observation of the excretion, the blood, and 
morbid materials removed from the body. So 
accurate became the practice of percussion and 
auscultation, and so precise the information thereby 
obtained, that for some years after they first came 
into general use they entirely dominated other 
methods of clinical examination, occasionally attain¬ 
ing in the hands of a few such precision in results 
as scarcely to be followed by the less gifted. These 
were pre-eminently the days of physical examina¬ 
tion, and in consequence the diseases of the thorax 
came to be more completely recognised and under¬ 
stood than those of the abdomen, and still more 
than those of the nervous system, to which the 
methods were far less applicable. If you were to 
consult the text-books on medicine of forty years 
ago you would find that the affections of the heart 
and lungs were described with a much greater 
degree of completeness than were those of the 
other regions of the body, and for this reason, that 
the means of their investigation were considerably 
more precise in application. At that time, more¬ 
over, all that constituted the complete examination 
of the patient was within the competence of the 
physician himself, who required no assistance from 
any expert in any special method of inquiry. He 
was self-contained, so to say. By the orderly applica¬ 
tion of his senses, aided by stethoscope, tape 


measure, and thermometer, with, perhaps, the 
sphygmograph, an instrument that never reached 
very general use, and possibly the ophthalmoscope 
and laryngoscope, and an examination of the urine 
for albumen, sugar, and blood, the observer ascer¬ 
tained all that in those days was to be known ; and 
so for some years it remained. In all branches of 
the science of medicine, including therein the 
preliminary and accessory branches of knowledge, 
advances were continuously taking place, aetiology, 
or the study of the causes of diseases, alone lagging 
behind, “chill” being commonly invoked as the 
determining factor—an explanation that appeared to 
afford complete satisfaction to the patient and his 
friends, even if less conclusive to his doctor. 

It was, however, from this same quarter, viz. 
aetiology, that the impetus towards a more extended 
range of observation was derived. The detection 
of micro-organisms, and the recognition of their 
relation to inflammation and to infection, whilst 
enormously enlarging the field of pathological 
inquiry, equally broadened our views as to the 
intimate nature of disease, and became an impor¬ 
tant element in contributing to a diagnosis. 
Simultaneously the subject of bio-chemistry was 
developing, and becoming in various directions 
involved in a complete clinical examination, 
furnishing on its side information in respect to 
the several stages of the nutritive processes—diges¬ 
tive, metabolic, and excretory—which added their 
quota to the accurate determination of what was 
the matter. It is, indeed, in these two directions— 
bacteriology and bio-chemistry—that the chief 
advances are being made at the present day, and 
; so great has been their influence so far on patho¬ 
logical thought and clinical procedure as to have 
I almost revolutionised our ideas and our methods. 

I What may be the further developments that await 
! the growing army of investigators it is impossible 
to forecast. 

1 Several considerations follow from this altered 
1 state of affairs. To begin with, the all-importance 
of certain of the manifestations presented by the 
| patient underwent a change. The physical signs 
| were no longer the sole, or almost the sole, data to 
be reckoned with in making a diagnosis, and their 
significance relatively, though not absolutely, 
declined. It was not that it became unnecessary 
j to apply to the examination of the case those 
1 methods of physical investigation, which had been 
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so profitably developed in furnishing the evidence 
on which the condition of the several structures 
might be confidently inferred, but rather that with 
new and increased knowledge from other quarters 
other evidence of a very different nature required 
to be considered in the progress towards arriving 
at the whole truth, and the talk in the wards now 
does not begin and end with the discussion of the 
physical signs, as it all but did a generation ago. 
What is true in respect to the relative decline in 
value of the physical signs is true also, though 
perhaps to a less degree, in the importance assigned 
to the temperature, and the significance of clinical 
thermometry, which, after all, like the sphygmo- 
graph and sphygmomanometer, are but instruments 
that more accurately record and register phenomena 
that previously were most imperfectly appreciated 
by the sense of touch, and so far were to be included 
in the scope of physical diagnosis. 

Another and far-reaching effect of the applica¬ 
tion of present-day microscopy, of bacteriology, 
and of radiography to the problems of diagnosis 
has been, and must continue to be, that the 
physician is no longer, as I expressed it before, 
self-contained. He has now to rely on the help 
of others, of skilled assistants who supply him 
with information on these several points. Be it 
remembered that this may not altogether be due 
to the fact that he is unable himself to pursue the 
different investigations, although for their satis¬ 
factory accomplishment considerable practice and 
technical skill are required, but rather is it that 
the time involved in carrying out the various 
examinations is so great that on this ground alone 
it would be impossible for a physician in busy 
practice in the first place to make himself sufficiently 
expert in the different procedures, and keep himself 
informed of the constantly improved and fresh 
methods, and, in the second place, to apply them 
to the cases under his care. So far as the framing 
of a diagnosis is concerned, it is therefore obvious 
that this in many cases has to be deferred, usually 
for some hours, sometimes for several days, 
awaiting the results from the clinical laboratory 
and from the radiographer. The recognition of 
this, which cannot be gainsaid, suggests several 
interesting points for consideration in connection 
with medical education as well as with the status 
and range of work of the physician of the future ; 
but these are apart from my present subject. This, 
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j however, may be pointed out: that the clinical 
physician, by the wider area of his investigations, 
becomes more than ever a contributor to the 
i scientific knowledge of disease and disease pro- 
| cesses which constitute pathology proper, as he in 
turn derives therefrom guidance and suggestion in 
his inquiries, thus drawing closer together the 
j theoretical and practical aspects of his profession. 

Just as when percussion and auscultation became 
parts of the routine examination, and when the 
clinital thermometer was introduced, their applica- 
i tion was eagerly pursued from the novelty of the 
t procedure and the demonstrable accuracy with 
| which results were obtained, so now that these 
! methods have long since attained their greatest 
I perfection and have experienced little, if any, 
development of late years, so the newer procedures 
of the clinical laboratory and the X-ray room have 
awakened a fresh interest in observers, and are 
| tending somewhat to thrust older methods into the 
1 background and dominate the situation. And it 
1 is natural it should be so. The unknown and 
| infinite possibilities opened up by these newer 
j means of research fascinate the worker, and are a 
little apt to lead him to place more reliance on 
| them than they can bear at present, and this not 
; only so far as they are available for diagnostic pur- 
| poses, but still more for purposes of treatment 
1 which are the outcome of these methods. The 
I detection of a particular microbe in the blood or 
! discharges of a patient is too often regarded as 
i the sole thing of importance, and when ascer- 
i tained that no more is required, and the question is 
j ended. No doubt in time the real value of these 
| newer sources of information will settle down into 
! their proper place alongside the older and well- 
tried modes of investigation. At present there is 
I a little too much disposition to regard the evidence 
I from the laboratory as furnishing what have been 
. termed “pathognomonic data,” which have ever 
j been pitfalls for the unwary, and regarded with 
j hesitation by the judicious. It is true, no doubt, 

1 that such evidence does very frequently determine 
j a point, such, for instance, as the precise nature of 
I an infection, or the exact character of a morbid 
growth, but such knowledge, sufficient, maybe, to 
provide a name for a given malady, does not furnish 
j the whole information requisite to make a com¬ 
plete diagnosis in the sense in which that has been 
above defined. 
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These discoveries in the aetiology of disease and 
the recognition of the real nature of inflammation 
and of infection, to which the epoch-making work 
of Lister was the main incentive, led to the anti¬ 
septic methods of treatment, and this, as you are 
aware, rendered possible and justifiable operative 
procedure that formerly was unheard of. In my 
student days the serous and synovial membranes | 
were, from a surgical point of view, regarded almost 
with awe. A wound of the peritoneum, or of, say, 
the knee-joint, was looked upon as a calamity that 
brought the patient within the range of imminent I 
death, as, indeed, it too often did. But now, as ! 
you know, with the strict precautions of modern j 
surgery, an abdomen or a knee-joint is opened | 
with but little fear of any untoward result. Apart i 
from the enormous extension of methods of treat- j 
merit that such an advance conferred, it widely 
enlarged the means of diagnosis. A pleural cavity 
that is believed to contain fluid has a surgically 
clean needle thrust into it as a matter of course, 1 
and a joint, or even the spinal canal, to have inter- ! 
fered with which five and twenty years ago would j 
have been looked upon as criminal, are now ! 
explored by the syringe, and the fluid withdrawn 
for a cytologica! examination as a routine method. 

A laparotomy for exploratory purposes, to ascer¬ 
tain the exact condition of things in the abdominal 
cavity, is among the fully recognised means at our 
disposal in framing a diagnosis, and upon that 
subject I should wish to say a few words. No 
doubt surgical skill and perfection of technique are 
such as to render such an operation as safe as any 
operation can be, but the very safety with which it 
may be performed, and so may be properly urged 
upon the patient, should not blind us to the fact 
that it is accompanied by a certain risk which I am 
not aware can be expressed in figures, but sufficient 
to justify us in having recourse to it only when all 
other methods of investigation have been tried and 
have fallen short of revealing the precise nature of 
what is at lault. The examination of the abdomen 1 
offers several points of contrast with that of the 
thorax, for whilst the latter is pre-eminently open 
to investigation by the ordinary physical methods 
of percussion, auscultation and the like, it is the 
sense of touch that is chiefly applicable to the 
abdomen and its contents, helped in some measure 
by percussion, and scarcely at all by auscultation, i 
t he X-rays in the hands of the practised few is 
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coming to be of considerable assistance in showing 
the presence of calculi, the movements of the dia¬ 
phragm, and is of especial service in disclosing the 
condition of the stomach and the manner in which 
it deals with a bismuth-containing meal. Even 
with this help, which no doubt will become increas¬ 
ingly applicable and informing, it nevertheless 
remains the fact that a large number of morbid 
states of the abdomen are less certainly determined 
| —the diagnosis is less sure—than obtains in the 
cases of diseases of the chest with the ordinary 
methods of examination. Hence, it comes about 
that opening the abdomen in order actually to see 
and feel what is wrong is the more readily resorted 
to—a proceeding that is all but inapplicable to the 
thorax. 

Further arguments in favour of recommending 
an exploratory laparotomy for diagnostic purposes 
are to be found in the fact that there are certain 
cases of obscure abdominal discomfort, offering 
but few, if a^y, physical evidences of abnormality, 
but that yet may be gravely affecting the patient's 
well-being that are almost or quite completely 
relieved by the very opening of the abdomen, 
which, undertaken with a view to ascertain the 
j cause of the illness, may fail completely in that 
■ object, but yet that may be followed by cure. I 
! do not wish you to suppose that such cases are 
very frequent, but that they do occur is within the 
1 experience of all who pay particular attention to 
abdominal disease. In. another well-recognised 
condition, the nature of which may be diagnosed 
with considerable certainty in the majority of cases, 
viz. tuberculous peritonitis, lasting benefit may 
follow in selected cases the mere opening of the 
abdomen and closing it up again. It is those cases, 
however, where there is very real mischief existing, 
the precise nature and site of which is uncertain, 
and in which we are called upon to advise an 
exploration, that I would specially refer to. When 
the case is an acute one, as, for instance, the 
perforation of a gastric or intestinal ulcer, the 
operation becomes imperative for the saving of 
life. Then the proceeding is but the first step in 
what becomes the actual treatment of the patient, 
and there is no question as to the propriety of 
such a proceeding—indeed, to refrain from advising 
such a course would be seriously to fail in one’s 
duty. It is otherwise in those numerous cases of 
a subacute or chronic character, where, having 
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come to an end of the usual methods of investiga- ! 
tion by inspection and palpation, where the excreta I 
have been analysed and submitted to microscopical i 
examination, where the radiographer has been 
called in, where due weight has been given to the 
history of the patient and of his illness, and to the 
several symptoms he may present, and yet the 
actual nature of the disease remains uncertain in 
precise locality and obscure in its pathology. Then, 
when all other methods have been fully tried and 
are exhausted, the question of an exploratory 
laparotomy should be considered. But I would 
earnestly impress on you that the comparative 
safety with which abdominal exploration may be 
performed does not relieve you from the responsi¬ 
bility of pursuing to the full every other means 
of investigation before having recourse to it, and it 
is to be the last and not the first method you 
should adopt. Remember, also, that what you see 
here in hospital practice is not altogether to be 
taken as the measure of what may \ 3 e effected in 
private work. Here you have surgeons who are 
constantly operating, and who by the familiarity en¬ 
gendered of frequent practice can venture with 
confidence where others should hesitate ; and whilst 
I am far from saying that for making a diagnosis, 
when the knowledge gained may justify further 
operative measures with presumptive advantage, 
an exploration may be the proper course to advise, 
yet a precise diagnosis does not warrant such a 
proceeding when it is obvious no possible benefit 
can result. 

T he wider horizon which these methods have 
furnished necessitates a readjustment of the point 
of view from which a case of disease is considered. 
The physician's armamentarium has been enlarged, 
and fresh weapons have to be handled in making 
the inquiry, to help, but not to replace, those which 
have hitherto served. The increased assistance 
thereby afforded, making, as it does, for increased 
accuracy and completeness in diagnosis, does nojt 
relieve, but rather increases the responsibility of 
the physician in exercising his judgments and 
coming to a conclusion. The greater number of 
data that are furnished calls for greater discrimina¬ 
tion in the appreciation of their relative value and 
in their due co-ordination. So long as clinical 
medicine falls short of being an exact science, so 
long will experience no less than the personal factor 
remain a determining asset alike in arriving at a 
diagnosis and in laying down a treatment. 
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The female sex when compared with that of the 
male is peculiarly liable to tumours—in fact, it is 
estimated that new growths are three times as 
common in women as in men. Twenty-five per 
cent, of the new growths that affect women originate 
in the uterus, and of the various tumours that 
originate in the uterus, by far the commonest, 
accounting for, in fact, a large majority of the cases, 
is a fibroid. It necessarily follows that fibroids are 
the commonest tumours to which women are the 
victims. 

The frequency of fibroids in women has been 
variously estimated, but reliable statistics show that 
in one hundred women between the ages of thirty- 
five and fifty there will be twenty thus afflicted, 
and if the lower age-limit is raised to fifty this 
percentage will be doubled. 

Between twenty-five and thirty fibroids are not 
particularly common, between twenty and twenty- 
five they are rare, and under twenty so rare are 
they that it is necessary to show the tumour alter 
its removal together with a copy of the birth 
certificate of the patient from whom it was removed 
before one can hope to convince the members ot a 
medical society that one has met with such a case. 

The majority of fibroids do not give rise to any 
symptoms in their owners; they are quite small. 
This fact may be accounted as fortunate, since 
with their age distribution if they caused trouble 
it is difficult to see ho>v the human race could be 
perpetuated. 

In the text-books you will see fibroids classified 
as innocent or simple tumours ot the uterus, but 
their innocencyand simplicity is somewhat fictitious, 
and in this respect, like many of their hosts, they 
are often living under false pretences. 

Up to comparatively recent timts it was the 
custom to minimise the perils of fibroids. Simply 
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because, as is undoubtedly the fact, the majority 
of fibroids did not give rise to any trouble, there¬ 
fore when they did cause suffering, the severity of 
this was largely discounted, and women were 
encouraged to believe that after all they were not 
really so bad, and that good feeding, rest, ergot, 
and the menopause would severally relieve them of 
their trouble. What exactly happened to those 
who were unable to afford rest and good feeding is 
not on record ; the death registers of workhouse 
infirmaries would probably supply the answer. It 
is certain that in numberless cases the only people 
who profited by the inordinate consumption of 
ergot were those whose business it was to produce 
and dispense it; and lastly, although it is quite 
true that at the menopause large numbers of 
women were relieved of their trouble, a considerable 
percentage of them only attained this consummation 
they had so devoutly wished for by the dissolution 
of their lives. 

In most women fibroids fail to cause any 
inconvenience because they stop growing when 
quite small and their presence is unrecognised. 
The false sense of security concerning fibroids held 
by so many in the past was partly due to the con¬ 
dition of the uterus found at the routine post-mortem 
examinations, partly due to the infrequency of 
abdominal operations, and partly to the lack of 
pathological knowledge. 

For, in the first place, fibroids were discovered 
so olten, and in comparison the times they had 
caused any trouble were so few, that these tumours 
were not regarded at all seriously, whilst the lack 
of experience due to the second and third factors 
still further tended to convey an erroneous im¬ 
pression as to their dangers. 

During recent years the life-history of fibroids 
has been carefully investigated by many competent 
observers with the result that they aie to-day 
recognised by all well-informed practitioners as 
really serious tumours, and their efficient treatment 
is now an everyday occurrence, whereas not so 
long ago it was almost as rare as Halley's comet. 
In this connection, when speaking of fibroids I 
mean those that give rise to some recognisable 
symptom. Fibroids which from their situation 
and size fail to cause any trouble cannot be 
considered, since in most cases nothing short of a 
post-mortem slicing of the uterus would reveal 
their presence. 
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It has been computed by some reliable observers 
that in every hundred women seeking advice for 
disease peculiar to their sex, N there will be twelve 
who do so because their trouble is due to a fibroid, 
and without doubt a very large amount of suffering 
and ill-health and many deaths must be attributed 
every year to the presence of these tumolirs. I 
would not have you from the foregoing get an 
exaggerated idea of the dangers of fibroid tumours 
of the uterus, but I do wish to impress upon you 
the fact that, if they do cause trouble, unless they 
are efficiently treated their effects may be very 
serious and perhaps disastrous. 

Noble, in a study of 2274 cases of fibroids as 
seen in practice, patients who sought advice 
because of some symptom due to the tumour, 
found that in 1553 , L e. in 68 per cent, of them, 
complications and degenerations were present. 

Let us, therefore, now consider how fibroids 
may endanger the life of the woman. 

'They may do so in one of the iollowing ways: 

(1) By causing haemorrhage. 

(2) By undergoing some secondary change. 

(3) By causing pressure. 

(4) By complicating pregnancy, labour, or the 

puerperium. 

(5) By giving rise to mistakes in diagnosis. 

The Maiming of Menorrhagia. 

The bleeding due to fibroids may be either intra- 
peritoneal or intra-uterine. The former is very rare ; 
the latter is very common, and we will deal with it 
first. 

Intra-uterine bleeding .—By this 1 mean bleeding 
from the endometrium into the cavity of the uterus 
and escaping per vias natunites. The size of the 
tumour is no criterion of the amount of haemor¬ 
rhage it will cause. One of the largest tumours on 
record, weighing 89 lb., did not give rise to any 
bleeding, whereas a tumour not larger than a marble 
may be the cause of profuse floodings. The amount 
of haemorrhage depends upon the situation of the 
tumour. So long as the uterine cavity is not invaded 
by the tumour no abnormal bleeding will occur; 
thus menstruation is not increased with subpen- 
toneal fibroids. On the other hand, when the 
uterine cavity is invaded, as by a submucous, 
fibroid or a fibroid polypus, menorrhagia, often of 
a severe type, is present, and at times also metror¬ 
rhagia. 
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If the uterus contains a submucous fibroid or a 
fibroid polypus its cavity is enlarged, and con¬ 
sequently there is a greater surface of endometrium. 
In these cases, also, the endometrium is not healthy, 
the glandular tissue being hypertrophied and the 
amount of stroma and number of blood-vessels 
appreciably increased; in other words, the con¬ 
dition known as glandular endometritis is present. 
It therefore results that with the onset of menstrua¬ 
tion more vessels are ruptured and so more blood 
is lost, and because of the fibroid in the uterus 
this organ does not contract efficiently, therefore 
the bleeding from the vessels is not controlled so 
well as it is in normal menstruation. 

Death from haemorrhage directly due to fibroids 
is nowadays a rare occurrence, though Pellanda, in 
a study of 171 cases of death from fibroids where 
no operation had been performed, found that in 6*4 
per cent, the death was due to the bleeding. On 
the other hand, the haemorrhage caused by these 
tumours is indirectly the cause of death in many 
cases, for if the post-mortem records of patients 
dying after hysterectomy for fibroids are carefully 
examined, the cause of death will be found to be 
entered in a large number of cases as cardiac disease, 
failure, shock, or exhaustion, all, without doubt, due 
to the prolonged haemorrhage these patients suffered 
from before they consented or were allowed to be 
operated upon. It is as well to remember that 
fibroids which cause bleeding delay the meno¬ 
pause, a fact that must be taken carefully into 
consideration when anticipating relief from this 
phenomenon. 

The amount of haemorrhage due to fibroids 
varies, of course, in different women. It may be 
that the amount lost at menstruation is only a 
shade in excess of the normal, or the bleeding may 
be so profuse that the term flooding ” as applied 
to it is entirely appropriate. In these latter cases 
great difficulty may be experienced in arresting the 
flow, and even then the patient will hover between 
life and death for many days. Fortunately these 
excessive losses are rare; removal of the tumour 
has anticipated them; but fairly profuse losses 
are not at all uncommon, as you will have noted 
from the histories you have taken out when filling 
the post of clerk to the Out-patient and In-patient 
Gynaecological Departments, and when to this 
menorrhagia is superadded the additional loss 
due to greater frequency of the periods, the 


patient’s position is a perilous one : she is unable 
to attend properly to her household duties, or in 
any way to enjoy life within the usual significance 
of this term. There is one point about the 
bleeding associated with fibroids which you will 
do well to remember, and the failure to appreciate 
the due significance of which was some few years 
back, when the pathology of these tumours had 
not been properly studied, the cause of many 
catastrophes. The point I wish to impress upon 
you is this : if a woman has a fibroid and suffers 
from menorrhagia, any sudden increase in the 
amount lost has in most cases a serious significance, 
for the usual history of menorrhagia due to fibroids 
is that it gradually becomes more marked or less 
marked, as the case may be; there is no sudden 
increase; if there is, you will find in many cases 
that some serious change is taking place in the 
tumour. Increased loss occurs when a fibroid 
becomes septic (this is particularly noticeable when 
a fibroid polypus becomes gangrenous), when it 
undergoes sarcomatous degeneration, or when 
necrobiotic changes are taking place. Increased 
loss at the menopause should make you suspicious, 
indicating, as it sometimes does, that carcinoma 
has arisen in the endometrium. 

Many authors have laid great stress on the 
cardiac disease due to the anaemia produced by 
fibroids. Wilson reports that in 40 per cent, of 
the patients who had suffered from prolonged and 
severe haemorrhage, cardiac lesions were detected. 
The disease may take the form of fatty degeneration, 
brown atrophy, and dilatation, and the condition 
is certainly expedited in these cases by the 
prolonged course of ergot which the patients have 
been through, and which has of necessity increased 
the resistance of their peripheral vessels. 

Intra-fieriioneal bleeding .—Bleeding from a sub- 
peritoneal fibroid is a very rare complication, but 
several cases have been reported. In these, either 
from pressure of the tumour against the sacrum 
causing ulceration or from congestion, a large vein 
coursing over the surface of the tumour has been 
opened and a very serious haemorrhage ending 
fatally on more than one occasion has resulted. 
A similar complication has been caused by a sub- 
peritoneal fibroid being partly torn off the uterus 
during an examination. It is interesting to note 
that the cause of the haemorrhage has rarely been 
diagnosed before the abdominal cavity was opened* 
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the condition being usually mistaken fora ruptured 
tubal gestation, or the perforation of a gastric or 
duodenal ulcer. 

Thk Disasters ok Degeneration. 

Uterine fibroids are very slow-growing tumours ; 
a rapid increase in size, therefore, at once suggests 
some complication such as pregnancy or the 
various degenerations about to be mentioned. 

Secondary changes are commoner in fibroids 
than in any other form of tumour, and they 
occurred in 29 per cent, of the cases studied by 
Noble. Christopher Martin finds that hyaline, 
fatty, calcareous, myxomatous, red degeneration, 
or oedema occur in 14 per cent., infection occurs in 
4 per cent., and malignant degeneration in 4 per 
cent. 

Septic infection .—A septic fibroid is a very 
serious menace to the life of the patient, for it 
may terminate her existence by haemorrhage, 
peritonitis, or septicaemia, and, short of this, it is 
often responsible for peritoneal adhesions which 
may involve the intestine and give rise to intestinal 
distension or obstruction, or salpingitis and pyo- 
salpinx with all their attendant evils, and which in 
themselves may bring about a fatal result or greatly 
increase the risk of a subsequent operation. A 
striking example of a septic fibroid is the gan¬ 
grenous fibroid polypus. During the process of 
extrusion the tumour has been expelled through 
the cervix, which then contracts on its pedicle, nips 
the vessels in the stalk, and congestion results. 
The endometrium being thus injured, micro¬ 
organisms in the vagina infect the tumour, which 
becomes gangrenous, and the resulting discharge 
is so horribly offensive that the condition has 
quite commonly been diagnosed as cancer, and 
the odour, if you have not worn india-rubber gloves 
when making the vaginal examination, as you 
always should when examining a septic case, will 
stick to the fingers for a long while after in spite of 
rigorous washings thereof. Sepsis most commonly 
infects fibroids through the endometrium, either 
by the agency of some septic discharge, by sounds 
or dilators which have not been sterilised, or it 
may supervene on a septic miscarriage or labour. 

Transperitoneal septic infection is much rarer, 
but it does occur, as, for instance, when a subperi- 
toneal fibroid becomes infected by a pyosalpinx or 
diseased appendix, by a suppurating ovarian cyst, 


1 or by inflamed bowel, or when the tumour is 
pedunculated and undergoes axial rotation. Very 
! rarely the sepsis may be blood borne. At times the 
inflamed fibroid may suppurate, in which case the 
! pus and disintegrated portion of the tumour may 
escape into the cavity of the uterus and be expelled, 

I or the abscess may burst into the peritoneal cavity, 
j or some portion of the bowel having first become 
| adherent to the tumour the abscess then bursts 
! through into its lumen and the pus is discharged 
| per anus. 

: Calcareous degeneration. —'The deposition of lime 
I salts in fibroids is due to a diminished blood- 
j supply, and is most likely to occur, therefore, in 
j subperitoneal fibroids, more especially at or after 
I the menopause. The calcareous matter may either 
| infiltrate the tumour or form a shell like covering 
| to it. Whilst, as a rule, this change causes: no 
| inconvenience, it has occasionally happened that 
I infection has taken place and the “ womb-stone,” 
j as it has been fancifully called, has sloughed out. 

S Calcareous tumours are also rather frequently con- 
j cerned with the rare complication of intestinal 
j obstruction. 

I Necrobiosis. —Necrobiosis, or red degeneration 

j as it is termed, is an interesting and peculiar 
change to which fibroids, more particularly those 
! of the interstitial variety, are liable. This change, 
which has only been recognised of recent years, 

| was supposed to be intimately connected with 
| child-bearing, since most of the recorded examples 
| have complicated pregnancy, labour, or the puer- 
1 perium. Nevertheless, since attention has been 
particularly drawn to it, fibroids undergoing this 
j change have been found, though much more rarely 
! in the unimpregnated uterus. Necrobiosis, which 
! commences in the centre of the tumour, consists 
of a degeneration of the fibres, thrombosis of the 
! vessels, and extravasation of blood therefrom, so that 
the tumour on section has a reddish appearance 
approximating that of raw beef-steak ; it has also a 
| peculiarly fishy odour. As the result of this 
! change the tumour increases in size, becomes 
| softer and also tender, whilst there is frequently 
1 fever and always pain, the latter olten of great 
< severity, which has led sometimes to a mistaken 
I diagnosis of appendicitis, and more often to one 
j of an ovarian cyst with a twisted pedicle, 
j Myxomatous degeneration — This is a common 
| degeneration, but, as a rule, it is only very slight, 
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so that it would usually escape detection, except on ; 
careful examination of the whole tumour. It most j 
frequently takes place in subperitoneal tumours. 

It commences as a hyaline degeneration brought 
about by a limited blood-supply, and is associated 
with (edema. The cells, of the fibrous tissues more 
especially, subsequently undergo liquefaction, and 
spaces are found containing a yellowish gelatinous 
fluid. When this change is very marked the 
tumour becomes cystic, and in this way cystic 
fibroids are formed. The largest fibroids are 
generally of this type, and clinically this degenera¬ 
tion may be diagnosed from the rapid increase in 
si/e of the tumour. The diagnosis of ovarian cyst 
and pregnancy has not infrequently been applied 
to such a condition. ; 

Sarcomatous degeneration .—The question of sar¬ 
comatous degeneration of a fibroid has for long j 
been a matter of interesting conjecture. Formerly | 
many cases were reported as such, but on a careful 
re-examination of the specimen it was found that ' 
in most cases the condition was really a septic one 1 
—that the sarcoma was really an infected fibroid. 
The difficulty of diagnosis was not lessened by the , 
fact that many competent pathologists refused to 
give an opinion on the specimen alone owing to 
the similarity of the appearance of sarcomatous and 
infected tissue, and they preferred to wait for the ‘ 
appearance of secondary nodules in the lungs and j 
elsewhere, which in so many cases was not forth¬ 
coming, that sarcomatous degeneration was looked 
upon with great suspicion. Several authorities, 
however, with the more modern methods of inves¬ 
tigation at their disposal, have seen fit to change 
their attitude with regard to this question, and now 
contend that sarcomatous degeneration is not 
particularly uncommon if a very careful examination 
is made of the whole tumour. Thus, for instance, 
sarcomatous changes were detected in 2 per cent, 
of the 2274 cases mentioned by Noble, and other 
authorities have reported a higher frequency. 

Clinically, sarcomatous degeneration declares 
itself in a rapid increase in size of the tumour and 
haemorrhage, more especially after the menopause ; 
other signs may be wasting, an offensive discharge, 
pain and recurrence after removal of a supposed 
submucous fibroid or fibroid polypus, a pheno¬ 
menon which went by the name of “ recurrent 
fibroid ” in bygone days. 

Axial rotation of a pedunculated sub-peritoneal 
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fibroid .—The stalk of a subperitoneal fibroid is 
more likely to twist if it is fairly long, and if the 
tumour is small and freely movable above the rim 
of the pelvis. As most sub-peritoneal fibroids 
have but very short stalks, if any, axial rotation in 
them is a rare occurrence. Two varieties of axial 
rotation are met with—acute and chronic. 

In the acute variety, the flow of blood through 
the veins in the stalk is greatly hindered, and con¬ 
sequently the tumour becomes very congested and 
haemorrhage takes place into it. This condition 
gives rise to great abdominal pain and tenderness 
of the tumour, the patient may vomit, and her 
temperature and pulse-rate are raised. The tumour 
soon becomes inlected from the bowel in its neigh¬ 
bourhood. In the chronic variety the obstruction 
to the flow of blood is not so marked, and beyond 
the pain the patient has no complaint. There is, 
however, in these cases a certain amount of con¬ 
gestion, which leads to adhesions being forced 
between the tumour and the omentum and intes¬ 
tine, which may be a source of danger later. Cases 
have been reported in which, during torsion of 
the pedicle, a piece of bowel has been included, 
thus giving rise to acute intestinal obstruction. 

Very rarely the arterial as well as the venous 
blood-supply becomes obstructed, in which case 
the fibroid may become altogether detached from 
the uterus, and either fall free, or, if adhesions have 
formed, may be nourished by the vessels in these 
and become attached to some neighbouring 
structure. 

At times a fibroid has not only caused torsion 
of its pedicle but also the uterus, pregnant and non¬ 
pregnant, together with its appendages, has been 
twisted through nearly half a circle. 

The Perils of Pressure. 

Perhaps some of the most dangerous complica¬ 
tions caused by fibroids are those due to pressure. 
The reason for this is not far to seek. As a rule 
the fibroids most likely to cause pressure are least 
likely to cause haemorrhage, so that in the first 
place the patient is not for a long time likely to 
have her attention drawn to the condition, and 
secondly, it has so long been the custom for 
medical men to minimise the dangers of fibroids, 
especially those which are not causing haemorrhage, 
that serious trouble frequently arises before they 
discover that the “ innocent ” tumour is directl) 



The Clinical Journal. 1 


DR. COMVNS BERKELEY. 


threatening the life of their patient. The most 
dangerous form of pressure is that known as im¬ 
paction, and I will deal with this first. 

An impacted fibroid is one that is located in the 
cavity of the pelvis and is large enough to fill it, 
sometimes so tightly that the tumour on removal 
is found to be more or less a cast of the pelvis. A 
cervical fibroid is particularly liable to become 
impacted, because in its growth it cannot rise above 
the brim of the pelvis. Impaction may occur in 
other ways: for instance, a pedunculated sub- 
peritoneal fibroid may slip down behind the uterus 
into the pelvic cavity, a fibroid may retrovert the 
uterus, and on further growth be caught by the 
promontory of the sacrum, simulating in this respect 
a retroverted and incarcerated gravid uterus. A 
subperitoneal fibroid may arise low down on the 
posterior surface of the uterus and in its growth be 
caught by the promontory. A rare but dangerous 
form ol impaction is due to atrophy of a fibroid at 
the menopause. Up to this time, resting above the 
brim, it may have been causing no trouble; then, 
as shrinking gradually takes place, it settles down 
into the pelvic cavity quietly but firmly and 
becomes a source of the greatest danger. I have 
known two patients die of this variety of impac¬ 
tion. 

\\ hen a fibroid becomes impacted or partially 
impacted, there are various structures in its neigh¬ 
bourhood pressure on which will cause serious 
trouble. 

Urethra .—In front, the urethra may be pressed 
against the symphysis pubis and retention of urine 
results, with, perhaps, cystitis and its attendant 
evils. 

Rectum .—Behind, pressure on the rectum may 
cause constipation, haemorrhoids, and even intes¬ 
tinal obstruction. This latter complication is a 
rare one, but deaths have been reported from it, 
generally due to peritonitis from ulceration of the 
bowel above the point of pressure and escape of its 
contents into the peritoneal cavity. 

Ureters .—Important structures at the sides of s 
the pelvis are the ureters. These may be nipped 
where they are passing over the brim of the pelvis, t 
or they may be very displaced by the tumour and 
subjected to pressure in this way. Thus one or | 
both kidneys may become atrophied, or hydro- i 
nephrosis or pyonephrosis may supervene and j 
urremia may be the immediate cause of death. , 
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As the ureters may be compressed for some con¬ 
siderable time before any symptoms arise there 
from, the danger of this complication will be 
apparent. 

Veins .—Pressure on the veins may give rise to 
marked oedema of the legs, varicose veins, and even 
thrombosis. This last complication is a dangerous 
one, as the thrombus may become detached and 
cause a pulmonary embolism and so death. 

Nerves .—Pressure on the nerves may set up 
sacral neuralgia, sciatica, or cramp. 

There is an interesting form of impaction known 
as temporary impaction or intermittent impaction, 
in which, owing to the increased flow of blood to 
the uterus and fibroid just preceding menstruation, 
the size of the affected organ becomes somewhat 
increased, so that an impaction results which was 
previously absent. With the onset of menstruation 
the impaction passes off. The clinical sign of this 
condition is retention of urine just before menstrua¬ 
tion and relieved with its onset. It is a sign of the 
greatest importance, signifying, as it does, that no 
time should be lost in removing the tumour. 

Other forms of pressure .—Fibroids may also 
cause injurious pressure without becoming im¬ 
pacted. Danger from this form of pressure is 
much rarer and is due to the size of the tumour. 
As a rule the most that is complained of is dis¬ 
comfort ; nevertheless, if the tumour becomes very 
large—and tumours up to 195 lb. in weight have 
been removed—dangerous symptoms may arise 
from pressure on the heart and diaphragm. Cullen 
removed a fibroid weighing 89 lb. Owing to the 
upward pressure exerted by the tumour the patient 
was unable to lie down, and on one or two occa- 
I sions when she inadvertently did so she was nearly 
suffocated. 

A very heavy fibroid resting on the brim of the 
pelvis may seriously compress the ureters or pelvic 
colon. Complications may likewise result from 
pressure on the veins. 

The Incidence of Impregnation. 

The percentage of fibroids is higher in married 
women than in those who live single lives. If has 
been calculated that two thirds of the married 
women with fibroids are sterile. The sterility is 
due to disease of the Fallopian tubes, the frequency 
of which has already been insisted upon, or to the 
diseased condition of the endometrium. 
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If the tumour is interstitial or submucous, what¬ 
ever its size, the chances of fertilisation are 
diminished, but the subperitoneal variety is per sc 
no bar to conception however large it may be, as 
long as the Fallopian tubes are not so displaced 
that ova cannot enter them. Nevertheless, the j 
association of fibroids and pregnancy is not par- j 
ticularlv uncommon, and sooner or later you will 
meet with such cases. Should fecundation occur, 
the woman is unlikely to suffer any harm supposing 
the fibroid is small and occupies a position not 
inimical to the normal progress of pregnancy or 
labour, yet, either from the position of the tumour, 
its size, or degeneration, conception may be 
fraught with the greatest peril. 

Having thus premised for your information that 
fibroids, although a cause of sterility, are not, as a 
rule, a source of peril should the woman conceive, j 
since most of them are quite small and situated in i 
the body of the uterus, I shall now proceed to 
draw your attention to the various dangers that 
may await the woman during her pregnancy, her | 
labour, and her puerperium. We can divide these 
complications into two classes : the effect of the 
tumour on pregnancy, labour, or the puerperium, 
or the effect of these on the tumour. 

Pregnancy .—Most children are born between 
the twenty-fifth and the thirty-fifth years of their | 
mothers’ lives. Fibroids become increasingly 
common after the woman has passed thirty. The 
combination of fibroids and pregnancy should 
therefore be most evident between thirty and 1 
thirty-five, and so it is. 

And now with regard to the diagnosis of preg¬ 
nancy in a uterus containing one or more fibroid 
tumours ; you will often find it a most difficult 
matter, especially when you remember that the 
uterine cavity with its contained ovum may be 
situated behind the tumour, or may have a tumour 
on either side of it. 

In the place of amenorrhoea there may be 
irregular bleeding, which is a common symptom of 
fibroids apart from pregnancy, and also occasionally 1 
the breasts of a nulliparous woman whose uterus 
hafbours fibroids may enlarge and secrete, whilst 
an uterine souffle can often be heard over a soft 
fibroid complicating a non-gravid uterus, and 
softening of the cervix so indicative of pregnancy 
may be absent or badly marked when, in addition, 
there is a fibroid present. Again, owing to the 
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presence of the fibroid, Hegars sign and the other 
| changes in shape peculiar to the early months of 
| pregnancy will be absent. Then, although in 
pregnancy the uterus qufckly gets larger and 
softer, as I have already pointed out to you, in 
certain of the degenerations of fibroids, notably 
the cystic, the same obtains. 

From all of which, therefore, you will have 
gathered that pregnancy can only be diagnosed 
with certainty when the foetal heart is heard or 
the foetal movements felt, that is, not until the 
eighteenth or twentieth week at the earliest. If, 
however, a woman of a child-bearing age with a 
bleeding fibroid suddenly ceases to menstruate, it 
is long odds that she is pregnant. 

The presence of a fibroid in a pregnant woman 
may, as a rule, be discounted, since only in a 
small minority of cases will trouble eventuate. 
All you need do, therefore, is to keep a watchful 
eye on your patient for certain complications 
which occasionally occur. 

Effect of the tumour on the pregnancy. —The 
percentage of miscarriages or premature labours is 
greater when fibroids exist than when they are 
absent. This adverse influence of the tumour is 
brought about in various ways. It may be that 
the decidua covering the site of the tumour is not 
healthy, with the result that haemorrhage takes 
place into it causing partial separation of the 
ovum, or later, a portion of the placenta separates 
for a similar reason, or the cavity of the uterus 
may be so situated between the tumours that it is 
unable to enlarge with the growing ovum, which is 
consequently expelled. Again, the presence of 
the tumour may excite contractions in the uterus, 
or the position of the tumour on the posterior 
surface of the body of the uterus may retrovert 
this organ and cause incarceration. In these cases, 
associated with an impacted retroverted gravid 
uterus, I have been able to push up the fibroid, 
and the patient has gone safely to term. In other 
cases, where the fibroid has been situated low 
down in the uterus, I have noticed that with its 
upward growth the tumour has gradually risen, 
followed by the* relief of the pressure. 

Effect of the pregnancy on the tumour. — Fibroids 
become softer, and some of them, at any rate, 
increase in size during pregnancy. It may thus 
happen that a fibroid which is nearly filling the 
cavity of the pelvis before pregnancy entirely does 
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so with the increased size due to such a condition, 
impaction results, and serious pressure symptoms 
may arise. 

Pressure symptoms due to a fibroid encroaching 
on the pelvic cavity I have seen, but they have 
never been sufficiently serious to warrant operative 
treatment. Again, as I have already pointed out 
when discussing the degenerations that fibroids 
are liable to, there is one variety which is 
peculiarly associated with pregnancy, namely, red 
degeneration, for 80 per cent, of the reported cases 
have occurred in pregnant women. 

Just as an ovarian tumour may have its pedicle 
twisted during pregnancy, so may the stalk of a 
pedunculated subperitoneal fibroid become twisted, 
with results already noted. 

Pressure symptoms, apart from those due to 
impaction, may also be due to the size of the 
tumour, but danger in this respect from mere size 
is very rare, and I have never met with such a case. 

Labour .—As with pregnancy, so with labour, no 
harm, as a rule, will happen to the patient, and she 
will be safely delivered of a living child. 

Of the two, pregnancy and labour, I think com¬ 
plications are more likely to supervene with the 
latter ; at any rate, this has been my experience. 
And doubtless, if one had the opportunity of care¬ 
fully examining the patients before labour, many of 
these complications would be avoided, and it is 
quite certain that if one of your patients whom 
you know to have a fibroid should become pregnant 
it is your duty to examine her from time to time. 

Effect of the tumour on labour .—A fibroid tumour 
may complicate labour in three ways : either by 
causing mal-presentation of the child, by obstruct¬ 
ing its birth, or by exciting ante-partum or post¬ 
partum hemorrhage. The mal-presentation is 
brought about by the tumour being situated low 
down and preventing the head entering the pelvis; 
obstruction is caused in a similar way; thus rarely 
a submucous fibroid or a polypus has had to be 
removed before the child could be bom. A more 
likely cause of obstruction is a cervical fibroid, a 
fibroid of the broad ligament or a subperitoneal 
fibroid. If the latter is stalked it may be possible 
to push it above the presenting part, if it is sessile 
the complication becomes a very serious one as it 
is also in cervical or broad ligament fibroids, as in : 
these cases the abdomen has to be opened and the ! 
case dealt with on its merits. ! 
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j Some time ago a primigravida, jet. 29 years, 
was admitted into the City of London Lying-in 
l Hospital with the history of having been in labour 
, for several hours. On abdominal examination the 
child was found to be in the transverse lie, and on 
1 vaginal examination the pelvis was entirely occupied 
1 by a softish tumour, leaving an estimated true 
conjugate of less than two inches. It was found 
impossible to push up this tumour, which was 
diagnosed as a fibroid, so I opened the abdomen 
by an incision long enough to enable the uterus to 
be delivered through it. A large pedunculated 
subperitoneal fibroid growing from the posterior 
j and upper part of the lower uterine segment was 
i found. I clamped the pedicle, which was broad 
and very short, and, dividing it, thus removed the 
tumour. Free haemorrhage ensued, and some 
i difficulty was experienced in combating it, but 
! after the application of several mattress sutures it 
j was arrested. I then turned the child, replaced 
the uterus, and closed the abdominal incision. 

I During the night there were a few labour pains, 
i after which they ceased. Thirty-nine hours later 
I the patient complained of some rectal irritation, 
| and the nurse noticed the membranes protruding 
| at the vulva. Dr. Gauntlett, the Resident Medical 
j Officer, finding a foot presenting, administered 
| chloroform and ruptured the membranes. On 
delivery of the body of the child the arms were 
j found to be extended; these were drawn across 
I the face and delivered, after which the head had to 
be extracted by jaw-and-shoulder traction on 
! account of its extension. The child was born 
1 partly asphyxiated, but artificial respiration brought 
her round. The perinaeurn was intact, and the 
patient made an uninterrupted recovery, the 
temperature not rising above 98*8° F. She suckled 
her child, who weighed 7 lb. 2 oz. I have 
performed Caesarian hysterectomy at term with 
equal success for obstruction due to fibroids. 

Fibroids cause post-partum haemorrhage by 
preventing efficient retraction of the uterus, but 
i this is a rare complication, and I, personally, have 
| only seen it occur once. There have been very 
I rare cases reported where intra-peritoneal bleeding 
| has resulted from a portion of the omentum 
having been torn from a fibroid to which it was 
adherent during the contraction of the uterus. 

If the placenta is situated over a fibroid the 
chorionic villi may have proliferated and involved 
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the tumour, causing the placenta to be adherent 
and necessitating hysterectomy. Again, even when 
the placenta has separated, its escape from the 
uterus has been prevented by a submucous fibroid 
situated low down. 

Effect of labour on the tumour .—A fibroid may ^ 
be bruised during delivery of the child. j 

Puerperium .—As a rule fibroids are harmless ! 
during the puerperium ; rarely they place the 
woman’s life in jeopardy. 

The effect of the tumour on the puerperium .— . 
Fibroids may hinder the normal involution of the | 
uterus, and, by causing haemorrhage, may prolong ! 
the puerperium or be responsible for thrombosis of j 
the femoral vein. j 

Effect of the puerperium on the fibroid .—Compli¬ 
cations may arise in this way from extrusion, in- j 
fection, or degeneration of the tumour. j 

A submucous fibroid, as the uterus diminishes 
in size, may become polypoid and eventually be 
expelled. Such a result is always associated with 
most serious haemorrhage and often with sepsis. j 
Infection from a fibroid may result from bruising | 
during delivery, or from a septic miscarriage, or I 
labour. If a tumour thus becomes infected and its 
presence is unrecognised, the illness may be attri¬ 
buted to “puerperal fever,” and the patient allowed 
to die without operative interference. j 

Some few years ago an old student of this j 
hospital asked me to see a patient who had recently j 
been confined and who was very ill with high fever. 
The case was thought to be one of puerperal i 
sepsis within the ordinary meaning of the term, j 
The temperature for the nine days following ; 
labour fluctuated between 102 ° and io 4 °F., the : 
patient complained of severe abdominal pain, and j 
on examination the abdomen was found to be very 
rigid, the uterus not to be involuting normally, and 1 
to be extremely tender at one point on its surface, | 
where there appeared to be a slight protuberance. 
The diagnosis of an infected fibroid was confirmed 
when I removed the uterus. The patient, who . 
was desperately ill, recovered. ; 

Again, red degeneration may come on so quickly j 
after labour that the symptoms it gives rise to, | 
of temperature and abdominal pain and tender¬ 
ness, have led to a suspicion of puerperal sepsis, j 
A case I saw with Dr. Rice, of Eltham, was of ' 
this nature. The patient had returned from India j 
to be confined. No trouble had been experienced 
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during pregnancy or labour, but three days after 
the birth of her child the temperature began to 
rise and the patient complained of great abdominal 
pain and tenderness. An examination prior to 
delivery had revealed a subperitoneal fibroid and 
a diagnosis of red degeneration was made, which 
proved to be correct. I removed the uterus, after 
which the temperature fell and the patient quickly 
recovered. 

Whilst, therefore, it is very necessary for you to 
remember the special dangers associated with 
fibroids should a woman become pregnant, it is 
also important that you should recognise that only 
on rare occasions will any trouble arise, and that 
interference will not be necessary until it does. 

This treatment strikingly differs from that indi¬ 
cated when an ovarian tumour complicates preg¬ 
nancy, in which case the tumour should be removed 
at the earliest opportunity. 

The Dangers oe Diagnosis. 

It is not always so easy to diagnose a fibroid as 
you might anticipate from the classical description 
in the various text-books, or if one is certain that 
there is a fibroid in the uterus, often one cannot 
be certain that there is no other diseased condition 
present. I have on several occasions operated upon 
patients who had been strongly advised not to 
submit to operation on the assumption that they 
had a fibroid, and that it was better to put up with 
the discomforts due thereto than incur the risks 
of hysterectomy, and yet at the operation either 
some other condition was found, such as an ovarian 
cyst or tubal disease, or these conditions were 
present in addition to the fibroid. I shall always 
remember in connection with this a patient I once 
saw. This patient had a fibroid, which gradually 
enlarged. She was kept under observation, and 
was buoyed up with hope from the statement 
that at the menopause she would get all right as 
the tumour would then shrink. As time passed on 
the abdomen became increasingly larger, but still 
that blessed word “ menopause ” was ever before 
her eyes. 

At last the tumour, became so large that she 
began to get alarmed whether she would live long 
enough for the menopause to shrink the tumour 
and so, in spite of great oppostiion, she sought 
advice elsewhere and had the fibroid removed, 
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together with two large ovarian cysts which were 
on the point of becoming septic. 

I have seen a kidney as well as the spleen 
situated in the pelvic cavity both diagnosed as 
fibroids. Tubal gestation has also many times 
been found associated with fibroids. 

Diseased Fallopian tubes are often found in 
association with fibroids. Thus in Noble’s cases 
there were 290, or 13 per cent., and, as I shall 
point out directly, carcinoma has been found 
from time to time. 

In dealing with fibroids I must also bring to 
your notice the subjects of pain, the menopause, 
and carcinoma of the body of the uterus. 

The Perniciousness of Pain. 

Apart from dysmenorrhcea, if a patient with a 
fibroid complains of pain in the region of the 
tumour, this should make you suspicious and your 
prognosis guarded. Fibroids, apart from any com¬ 
plications, are painless tumours. Painful contrac¬ 
tions may arise from the uterus trying to expel a 
fibroid polypus, and pain associated with fibroids 
may be due to pressure, secondary degeneration, 
or peritonitis. The impacted fibroid may give 
rise to severe pain from pressure on the nerves 
in its neighbourhood. Red degeneration, septic 
infection, and sarcomatous degeneration are all 
sources of severe pain. Axial rotation of a sub- 
peritoneal fibroid may cause intense agony due to 
congestion. Peritonitis set up* in the neighbour¬ 
hood of infected subperitoneal fibroids may be the 
source of the pain, which also becomes chronic 
from any adhesions resulting therefrom. Lastly, 
apart from the fibroid, there may be some other 
condition causing the pain, such as salpingitis, 
pyosalprnx, or ovarian disease. 

The Menace of the Menopause. 

Most fibroid tumours cease to grow with the 
onset of the menopause, and some even become 
smaller, but the old idea that they generally atrophy 
and frequently disappear is not warranted by 
clinical or post-mortem experience. It is very 
doubtful whether they ever entirely atrophy, and, 
as a rule, the most one can hope is that they will 
stop growing and become perhaps a little smaller. 

Submucous and interstitial fibroids delay the 
menopause, so that menstruation may still continue 
to be profuse and frequent long after the patient 


has reached fifty years of age. This fact alone shows 
you the futility of postponing operative procedures 
for bleeding fibroids, because the patient is 
approaching the normal age for the menopause. 

It sometimes happens that menstruation ceases, 
and then after a certain time—in one case I operated 
upon, after twenty years—bleeding of an irregular 
character supervenes, due to a small submucous 
fibroid becoming extruded into the uterine cavity 
by the atrophy of the uterus and forming a 
polypus. 

Fibroids do not necessarily stop growing at the 
menopause; there are records of the uterus having 
to be removed for serious pressure due to fibroids 
in women of sixty-three and seventy-nine years of 
age respectively. At times fibroids become rapidly 
larger at or after the menopause, the increase in 
. size being due to some degeneration taking place 
j in the tumour. 

The most common change to take place in 
j fibroids at this time is one of a septic character, 
very likely because the blood-supply is diminished, 
j and in many cases due to a submucous tumour 
becoming polypoid. 

! It must also be remembered that carcinoma of 
the body is more likely to arise at this time, 
i It has already been noted that fibroids may 
become smaller at the menopause and so get 
| impacted. 

In 287 women driven to operation by the severity 
of the symptoms caused by the fibroids, Noble 
noted that 16 per cent, were over fifty years of age. 

The Catastrophe of Carcinoma. 

It seems as if fibroid tumours of the uterus must 
in some way predispose to carcinoma of the 
corporeal endometrium, for an investigation of 
sufficient cases to eliminate any gross error shows 
that carcinoma, when associated with fibroids, 
occurs with a relatively greater frequency than 
when these tumours are absent. 

Thus Noble notes it as occurring in 2*6 per cent, 
of his cases as against 1*4 per cent, in the cervix, the 
usual ratio of the two being as ten of the cervix 
to one of the body. 

The advent of carcinoma in the body of the 
! uterus is serious enough, but when, in addition, a 
i bleeding fibroid is present the catastrophe becomes 
! one of the first magnitude, for carcinoma is diffi¬ 
cult to diagnose in its early stages in these cases, 
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since hemorrhage, which is its first symptom, is 
already present. 

It mibt be remembered that carcinoma of the 
body is most usually developed in women between 
the ages of fifty and fifty-four. It may be that the 
first indication of the disease is some irregular 
bleeding or an addition to the amount already 
being lost. I have on three occasions helped to 
remove a uterus containing a fibroid invaded by 
carcinoma starting in the endometrium from 
patients who had been strongly advised not to 
submit to operation because the menopause might 
be expected at any time, when the bleeding would 
cease and the fibroid atrophy. Carcinoma will in 
time slough and infect the fibroid, causing a very 
offensive discharge. 

In conclusion, therefore, whilst I have been to 
some pains in impressing upon you the fact that 
the possession of a fibroid tumour of the uterus is 
a more dangerous proposition for a woman than 
many are willing to admit or would have us believe, 
nevertheless I do not wish you to have an exag¬ 
gerated idea in this respect. It is quite true that 
the majority of fibroids require no treatment of any 
kind and do not give rise to any inconvenience ; 
they are latent fibroids, and their existence is un¬ 
known. It is equally true that a large number of 
women lose their lives every year because of their 
fibroids, and many more, dragging out a miserable 
existence, area nuisance and burden to themselves 
and their relatives for a similar reason. 

Lastly, I am certain that an intelligent anticipa¬ 
tion of the complication fibroids are liable to, by 
removing these tumours before the patient is 
severely handicapped by their ill-effects will 
diminish, and is largely diminishing, the number 
of deaths, illness, and misery due in so many cases 
to their inefficient treatment. 

May 8/A, 1911. 

Oxygen Baths. —The use of the oxygen bath 
in many affections is advocated by Bernheim. He 
says that in addition to exercising a powerful sug¬ 
gestive influence, the oxygen bath exerts an effect 
on innervation, as shown by its removal of paraes- 
thesias, soporific property, and general sedative 
and indirectly stimulating action. It assists cir¬ 
culation, deviating the blood from the skin and 
doubtless from the viscera, very probably to the 
skeletal muscles. It reduces excessive blood- 
pressure and frequency of the pulse. — Journ. 
A.Af.A ., vol. lvi, No. 16. 
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Non-Surgical Treatment of Cancer.— 

Rovsing has had wide experience with various 
non-operative means of treating cancer, the results 
1 being negative with trypsin in his fifteen cases : 

fulgurisation he has never tried, as it cannot be 
i thoroughly curative, while it is too painful for a 
| palliative measure. His experience has been more 
favourable with Rontgen-ray treatment, especially 
in a number of cases of small rodent ulcers of the 
face. He has become convinced that the Ront- 
gen rays actually promote the growth of carcinomas. 
On the other hand, they have a curative influence 
! on some sarcomas. It is impossible to say, how¬ 
ever, which sarcomas are going to yield to this 
influence; the action is local, having no effect on 
metastases elsewhere. At the same time he reports 
the complete subsidence of a sarcoma in the neck 
in two cases and of an osteosarcoma in three under 
Rontgen-ray treatment, but only one patient is 
still in good health to date. The details of this 
cured case are given with illustrations. This case 
seems to show that the sarcoma first must be 
opened up so that it can be directly exposed to 
the action of the rays. The sarcoma in this case 
was on the top of the head, and after twenty-one 
exposures in seven weeks not a trace of it was left. 
The scalp flap was then replaced, and five series 
of exposures were made later. There has been no 
sign of recurrence during the four and a half years 
since. Rovsing thinks that radium may be counted 
on for a similar ctirative local action for cancer, 
but, like the Rontgen rays, there is no general 
action. He also reports retrogression of a cancer 
after inoculation of erysipelas streptococci. The 
resulting erysipelas had an unmistakable curative 
action on the sarcoma on the forearm, but the 
patient succumbed to unsuspected metastasis in 
the lungs. He adds that the success of salvarsan 
in syphilis suggests the possibility of an effectual 
arsenic treatment of cancer. His experiences 
were still more promising, he states, with vaccina¬ 
tion according to Wright’s technique. He has applied 
this since May, 1909, in seven cases of sarcoma, 
seven of carcinoma of the breast, one of cancer of 
the bladder, one of the vulva, and one of epithe¬ 
lioma of the cheek. No permanent benefit was 
apparent in the carcinoma cases, but with sarcoma 
the outlook is more promising.— journ. A.Af.A., 
vol. lvi, No. 16. 
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SOME OCULAR AND VISUAL 
CONDITIONS IN MEDICAL CASES.* 

By JAMBS TAYLOR, M.D., F.R.C.P., 

Physician to the National Hospital for 
Paralysed and Epileptic. 

My subject this evening is, “Some Ocular and 
Visual Conditions in Medical Cases ”; and in 
order to make what I have to say of as much 
practical use as possible, I am basing my remarks 
upon observations which I have made, for the most 
part, on cases referred to me at Moorfields by the 
surgeons to that Hospital during the last five 
years. 

I propose to divide what I have to say into five 
sections, first of all considering conditions of the 
pupil; secondly, conditions of ophthalmoplegia 
externa; thirdly, changes in the optic nerve; 
fourthly, retinal changes; and fifthly, hemianopia. 

And first with regard to pupil conditions. In¬ 
equality of the pupil is by no means uncommon, 
and is not necessarily, in my opinion, associated 
with serious morbid conditions. The late Marcus 
Gunn, however, was strongly of opinion that a con¬ 
stant inequality of pupils in an adult usually meant 
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some neurotic predisposition. .When it is met with 
in children some conditions affecting the cervical 
| sympathetic should be looked for. And it is not 
infrequent to find such inequality of pupil not only 
in children, but also in older patients who have 
suffered from cervical glandular enlargement or 
suppuration in early life. Another condition of 
pupil which is of great importance, and un¬ 
doubtedly of great significance, is that condition 
in which it is inactive to light, while still reacting 
during accommodation — the Argyll-Robertson 
pupil. This was described, as you all know, in 
the first place, in connection with tabes dorsalis. 
But further observation has shown that it exists in 
many other conditions, more especially in patients 
who have been the subjects of syphilis, and notiri- 
* Delivered before the Medical Society of London. 
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frequently in association with general paralysis of j 
the insane. Irregularity in the shape of the pupil j 
is frequently associated with this inaction to light. 
Dr. Farquhar Buzzard has recently alluded to the j 
occurrence of inactivity of the pupil to light in con- i 
nection with lesions in the neighbourhood of the i 
third ventricle; but of this I have myself no per¬ 
sonal experience. The question has been asked, 
Do we ever find the Argyll-Robertson pupil unas¬ 
sociated with any other conditions ? I have notes 
of several cases in which it persisted for several 
years under observation without any associated 
symptom orsign of nervous disease developing. One 
such patient I saw sixteen years ago on account of 
neurasthenic symptoms. At that time I examined 
him carefully, but could find no sign of any organic 
disease, except the existence of slightly unequal 
pupils, which were inactive to light I suspected 
it might be early general paralysis. That man I 
have recently seen, and he has still unequal Argyll- 
Robertson pupils, as well marked as they were 
sixteen years ago. And yet there has developed 
no other sign of disease except that he has become | 
deaf in both ears, apparently the result of early 
syphilis also. In some cases the Argyll-Robertson 
pupil is present on one side only. Of this I have 
seen a good many examples; and, curiously enough, 
in two of the cases on the side on which the Argyll- 
Robertson pupil was present the knee-jerk was 
absent, while on the other side—the side on which \ 
the pupil acted to light—the knee-jerk was present, j 
This, of course, is probably only a coincidence. 

In some cases in which the Argyll-Robertson 
pupil is present optic atrophy may also co-exist, 
and in some such cases the knee-jerks are absent; 
in others the knee-jerks are active. The former, 
of course, naturally fall into the class of tabetic 
optic atrophy. In the latter I think there is always 
a presumption and a fear lest general paralysis of 
the insane may develop. In some other cases 
with Argyll-Robertson pupil, paralysis, hemiplegic 
or paraplegic, has been present, and I have also 
seen it in a case with wasting about the shoulders, 
the result of syphilitic pachymeningitis. 

So that, to recapitulate, we may find the Argyll- 
Robertson pupil present without any other morbid 
sign; we may find it present on one side without 
any sign of other disease of the nervous system; 
we may find it present on one side with signs 
indicating involvement of other parts of the nervous 


system, such, for example, as the absence of one 
or both knee-jerks. We may find it also present 
with very definite signs of tabes, with very definite 
signs of general paralysis of the insane. It may 
also be present associated with marked atrophy 
about the shoulder-girdle. This I believe to be 
the result of syphilitic pachymeningitis. It may 
be present with a condition of paraplegia, also 
i syphilitic in origin, and I have known it present 
in a case in which there was a history of repeated 
hemiplegic attacks, those, no doubt, being the 
i result of syphilitic thrombosis. 

I now pass on to the second condition, namely, 
ophthalmoplegia externa. The conditions deter¬ 
mining this are varied. One occasionally meets 
with paralysis of one external rectus muscle ; and 
the question arises whether such paralysis may be 
the result of neuritis from cold, affecting one sixth 
nerve. In such a case the paralysis would be 
analogous to the ordinary form of facial or Bell’s 
paralysis; but I am bound to say that in most of 
the cases in which cold is supposed to Be the 
exciting cause, a careful investigation frequently 
fails to reveal sufficient justification for this ex¬ 
planation. It is also curious to think that if 
paralysis of one external rectus may be the result 
of cold, it does not happen to occur in association 
with a similar paralysis of the seventh nerve. And 
I may mention that in all the cases of facial 
paralysis of peripheral origin that I have seen— 
they must now run into hundreds—I have never 
observed an associated weakness in the sixth nerve 
The sixth nerve not infrequently suffers as the 
result of an accident. If one remembers the long 
course of the nerve and the delicacy of its filament, 
it is not surprising that in cases of concussion or 
fracture such an accident may cause paralysis of 
one sixth nerve. Third-nerve paralysis is probably 
i one of the commonest that we meet with. And 
in the great majority of cases it is, I believe, 
syphilitic in origin. The lesion, I think, is gumma 
occurring in the sheath of the nerve and pressing 
upon the filaments; and frequently complete 
recovery results from the effects of anti-syphilitic 
treatment. In some cases, however, recovery does 
not take place. I have known two cases of third- 
nerve paralysis occurring in patients whom 1 knew 
before as being the subjects of Argyll-Robertson 
pupil. In both instances the third-nerve paralysis 
cleared up completely, but the patient in each case 
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died within a very few years of general paralysis j 
of the insane. I need only mention many of the 
conditions with which ophthalmoplegia externa is 
associated, such as tubercular meningitis, post- 
diphtheritic paralysis, and intra-cranial disease. 
In intra-cranial tumour the nerves supplying the 
eye-muscles may suffer from direct involvement in 
the tumour. They may, however, suffer even in 
cases in which the growth is far removed from them, 
e.g. in the cerebellum, either from pressure against 
the bone, or, as Harvey Cushing has recently 
suggested, from pressure on them by branches of 
the basilar artery. In tabes, also, besides the 
paralysis of the third nerve, which may clear off 
under anti-syphilitic treatment, there may also be 
permanent paralysis of ocular muscles, probably 
the result of degeneration of the nuclear cells, j 
There is a form of hemicrania also with which ! 
third-nerve paralysis is associated, the so-called | 
migraine ophthalmoplegique. This probably depends 
upon a lesion occurring in the course of the third 
nerve itself; and the condition is characterised by 
the recurrence of paralysis of the third nerve with | 
recurrent headaches, the paralysis clearing up less 
and less completely after each attack, and finally 
settling down into complete destruction of all the 
branches of the nerve. 

One disease with which ophthalmoplegia externa 
is associated is of great importance because of the 
danger there is of mistaking it for a hysterical con¬ 
dition. I mean the condition of myasthenia ; and 
I might mention a case of this class which was 
referred to me not very long ago at Moorfields by 
Mr. Holmes Spicer as one which is very instructive 
in the suddenness of the onset, in the rapidity of 
the course, and in the conditions which were found 
post-mortem. The patient was a young married 
woman, who suddenly found that after she had 
gone a little way from home one day she became 
so tired that she was scarcely able to drag one leg 
after the other. She was able to return home only 
with considerable difficulty. But the weakness 
persisted, although at times in the morning when 
she got out of bed she was able to move about for 
a time quite actively. This weakness of the legs 
was associated with a gradual heaviness and droop¬ 
ing of the eyelids, and when she came into hospital 
she had double ptosis, almost complete paralysis 
of all the ocular movements, variable, however, in 
its degree, and attacks of very great weakness, with 


difficulty in breathing. She finally died, after only 
about six months of illness, and at the post-mortem 
there was found present a very large thymus, which 
was completely covering the heart. The nervous 
system was quite normal. I am publishing details 
of this case in another place, but I mention it merely 
as being so characteristic of the sudden manner in 
which the disease may arise, the rapid course 
which it runs, the absence of change in the nervous 
system, and the morbid condition of the thymus 
which is found in at least some cases. 

Thirdly, I should now like to refer to conditions 
of the optic nerve that are found in cases which 
have other medical signs and symptoms. Atrophy 
of the optic nerve is found, especially in tabetic 
cases. It is said to occur in the pre-ataxic stage 
of tabes. But I should venture to demur to this 
statement, because I am quite sure that many of 
the cases of tabes with optic atrophy never become 
ataxic at all. Sometimes the optic atrophy of 
tabes is associated with Argyll-Robertson pupil; 
sometimes that condition of pupil is not present 
Perhaps it is hardly correct to say that in some of 
these cases of tabetic optic atrophy the knee-jerk is 
present, because then it may be said, “Well, after 
all, perhaps these cases are not tabes.” And that 
is quite true, but many of those cases, I believe, 
are tabes, for I have frequently known the knee- 
jerks disappear under observation ; many of them 
are general paralysis of the insane, and perhaps it 
is the more correct way to regard those cases as 
really cases of one and the same disease—a para- 
syphilitic disease affecting in one case chiefly the 
spinal cord and the optic nerve, and in the other 
case affecting the optic nerve and the higher 
centres, and giving rise to mental changes. In 
disseminated sclerosis there is a form of atrophy 
met with, but this, in my experience at all events, 
contrary to the tabetic atrophy, never leads to 
blindness. I have never known a patient with 
disseminated sclerosis become permanently blind, 
whereas in tabes, when optic atrophy once sets in, 
it is the rule, almost without exception, for the 
patients rapidly to lose sight altogether. 

In disseminated sclerosis also it is not infrequent 
to have a central scotoma for colours present, and 
in that sense the atrophy resembles very closely 
that met with in the family form of optic atrophy, 
and also the pallor of the optic nerve which is 
present in so many cases of toxic amblyopia. I 



84 The Clinical Journal. ] 


DR. TAYLOR. 


[May 17, 1911. 


refer later to optic neuritis occurring in dissemi- neuritis occurring after an acute illness of the 
nated sclerosis. influenza type, and in that case the neuritis 

One condition of optic atrophy deserves to be certainly cleared up without any further sym- 
mentioned — that which occurs with tumours ptoms developing. 

pressing on the optic chiasma. Of course there The fourth condition to which I would refer is 
is associated with it bitemporal hemianopia, but that of neuro-retinitis. That may occur, of course, 
the interesting point is that the condition, deve- in association with albuminuria, also with glyco- 
loped as a result of pressure, is not one of optic suria, and the appearances are sufficiently distinct 
neuritis, so-called, but one of a simple atrophy. I and characteristic to require no description. One 
have only seen one case in which definite symptoms condition which I do not think is quite so common 
of tumour at the chiasma were present in which or quite so well recognised, except by ophthalmic 
there was optic neuritis. surgeons, is the condition of retinal thrombosis. 

With reference to optic neuritis, there is no A patient comes complaining of sudden loss of 
doubt that tumour of the brain is by far the most effi- vision or sudden impairment of vision in one eye. 
cient cause of this. I was rather surprised to see, in a It is not often that the condition affects both eyes, 
recent paper by Sir Victor Horsley, the following at all events simultaneously. On examination of 
statement: “ I am, of course, aware of instances in the eye the condition which is found is one of, 
which the occurrence of optic neuritis was said to apparently, blocking of a vein, sometimes of an 
have been the first symptom calling for notice, but artery, many haemorrhages and a good deal of 
I have not myself seen such chronology in a case effusion, and a general blurring of the retina, 
of intra-cranial tumour, and would rather suggest Sometimes the condition clears up very rapidly, 
that the neurological symptoms had not been so that the patient’s vision in a few weeks time 
observed.” Perhaps the statement is natural from is almost as good as it was before. In other 
the fact that patients would hardly be likely to cases the clearing up is extremely slow, and never 
seek the advice of a surgeon or a physician on becomes anything like perfect. I have been 
account of visual defect from optic neuritis, but interested in observing the associated conditions 
that it is a statement requiring considerable of the circulation, and I have been very much 
qualification will, I think, be sufficiently evident struck with the fact that in many such cases there 
if I mention that I have looked through the notes is no sign of any other disease, no albuminuria, and 
of the cases referred to me at Moorfields during no cardiac hypertrophy. In some cases, however, 
four years, and in those four years I have come cardiac hypertrophy is present, but it is exceptional, 
across no less than twenty cases of patients who And I suppose that one must assume that in such 

had gone to Moorfields as the first hospital they cases in which there is no associated visceral 

had been to, on account of eye symptoms, and in disease, the condition really depends upon a con- 

all those cases optic neuritis of some intensity dition of local arterio-sclerosis, for some of the 

was present, so that their neurological symptoms patients in whom I have known the condition 
had at least not been severe enough to lead them occur are now alive, after as many as six or seven 
to ask for advice. In a few cases of disseminated years. 

sclerosis I have known optic neuritis to be present. Embolism of the central artery of the retina is 
The lesion of the optic nerve in disseminated also a condition to recognise. Of course, it is 
sclerosis is, I believe as a rule, retro-bulbar neuritis, usually associated with cardiac disease, and the 
but one can easily imagine such a patch of inflam- characteristic appearances are too well known to 
mation occurring quite near the disc and actually need description. I have seen it, however, in one 
encroaching upon it, and so giving rise to this case in which other observers as well as myself 
appearance. I think that certain toxic conditions could find no morbid heart condition. But it 
also may give rise to optic neuritis. It has been occurred immediately after diphtheria, and is, I 
described, of course, in association with anaemia, presume, the result of detachment of some little 
and it has also been described as a sequel to patch of fibrine from a heart valve, although the 
influenza. Personally, I have only seen one case heart valve showed no incompetence. It is interest- 
of post-influenzal neuritis, or, at all events, of ing to note that I have seen four cases of hemiplegia 
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occurring in children after diphtheria, and in all 
of those the mechanism, probably, was similar, for 
there was no evidence of valvular disease. 

I have not referred to the condition of hemian- 
opia, but it ought to be recognised that homony¬ 
mous hemianopsia may occur quite independently 
of any other paralysis. I have known it now in 
several instances, and the cases in which it has 
occurred have been mostly syphilitic. I have 
known it, however, as a result of embolism, 
although in most of these cases there is a history 
of a transient weakness of the corresponding side 
of the body. But when the patients come under 
observation the condition may be one of simple 
uncomplicated homonymous hemianopsia. We 
must assume in such cases that there has been a 
lesion, probably embolic or thrombotic, in the 
neighbourhood of the posterior part of the internal 
capsule, in such a position as to interfere perma¬ 
nently with the function of the optic tracts, while 
allowing the other sensory fibres and the motor 
fibres to escape completely. Bitemporal hemian¬ 
opsia, of course, is found only in cases in which a 
lesion is present at the chiasma, and it may be 
associated with signs indicating the presence of 
acromegaly. 

I am aware of the extremely discursive character 
of these remarks, yet I trust that they may arouse 
some interest, or at least suggest to some of those 
who have done me the honour to listen to them, | 
the importance and significance of eye signs and 
symptoms which may be associated with other J 
morbid conditions. I 

I 

MEDICAL 

CASES IN OPHTHALMOLOGY. 

By PERCY FLEMMING, F.R.C.S. j 


of this meeting by drawing attention to certain 
points in these several groups rather than by 
elaborating any one group in detail, but as these 
groups have no connection with each other, I fear 
my paper may in consequence hatfe a rather dis¬ 
jointed character. But I gathered, I hope cor¬ 
rectly, from your medical secretary when he 
approached me about reading this paper, that I 
should do well by following this plan. 

The first point to which I wish to direct your 
attention is the onset of myopia in people over 
forty as a sign of diabetes. Myopia in the great 
majority of cases is, of course, due to the axis of 
the eyeball being too long—axial myopia—and the 
onset of such myopia occurs in youth. A rarer 
cause of myopia is a change in the refractive index 
of the lens—index myopia. Such a change in the 
refractive index may be accompanied by fine 
changes in the lens visible with the ophthalmo¬ 
scope, but in a minority of cases no such visible 
alteration in the lens accompanies the change in 
refraction. The effect of myopia is to blur distant 
vision, near vision remaining distinct. The onset 
of myopia in a patient over forty is a striking event. 
Such patients say that whereas they could formerly 
see distant objects quite clearly, now everything a 
few yards away is blurred, and further, that whereas 
glasses were formerly needed for reading, now 
print can be read without their aid. An ophthal¬ 
moscopic examination usually shows fine lens 
opacities, but in a few cases the lenses are clear. 
In this latter group of cases examination of the 
urine will usually show the presence of sugar. In 
other words, the occurrence of myopia in patients 
over forty whose lenses are clear is very suggestive 
of diabetes. As a particular example I may 
mention a patient, set. 50 years, who was wearing a 
+ 1*5 D. for reading. She was sent to me by her 
doctor because she had discovered that she could 


see without her glasses. Her refraction was myopic, 
In the short paper I am about to read I propose and both lenses were clear, and an examination of 

to draw your attention to some cases, or groups of the urine revealed the presence of sugar, which up 

cases, which, although they may be considered to that time had been unsuspected, 

primarily ophthalmic so far as the symptoms are Another point in connection with diabetes to 

concerned, yet have a general medical interest, which I wish to refer is the occurrence of retro- 


Having regard to the short time at my disposal, ocular neuritis. The characteristic feature of 

and to the fact that my colleague, Dr. James retro-ocular neuritis is a loss of vision with little 

Taylor, has preceded me, I have decided, in or no fundus change, but with a definite central 

making my selection, to exclude fundus cases and scotoma for red or white. Diabetes is recognised 

also cases of nervous disease. I serve the objects j as a cause of retro-ocular neuritis, but a much 
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more common one is tobacco, or tobacco in com¬ 
bination with alcohol. Now, although diabetes 
may produce typical retro-ocular neuritis apart 
altogether from tobacco, yet this condition is more 
often present when the patient is a smoker, 
although the smoking may not be excessive In 
such cases, if the tobacco be omitted, improvement 
in vision usually occurs, but I have frequently 
found that patients refuse to give up their smoking ; 
they are fairly miserable from the diabetes, and 
they deliberately prefer the solace of their pipe to 
the somewhat doubtful prospect of improved 
vision. This being so, I should like to make the 
suggestion that those who have the care of diabetics 
in the early stages should warn them of the pos¬ 
sible injurious effect of tobacco. To show the 
improvement that may follow the giving up of 
lobacco, I may quote a recent case, in which 
vision was and J. io on May 13th and £ and 
J. i on September 30th. This patient had given 
up his smoking entirely during the interval. I am 
unable to give the amount of sugar in this case, 
but it was a fairly advanced case of diabetes. As 
regards the prognosis in these cases, if the visual 
fields are full, I think one is justified in promising 
an improvement in vision if smoking be discon¬ 
tinued. The general condition must, of course, be 
treated at the same time and the patient be put on 
a restricted diet. 

In the next place I wish to refer to some 
phenomena connected with the eyelids. In 
patients over forty-five one frequently meets with 
a symptom, which I call in my notes “ morning 
ptosis.” Such patients tell one that they have a 
difficulty in opening their lids in the morning, not 
because they are stuck together, but because they 
have no power to separate them, and they usually 
say that they have to push the lids up with their 
fingers. On examination no definite paralysis of 
any muscle is found, and although there may be a 
condition of ill-health or weakness present, yet the 
underlying cause, in the majority of cases, is the 
presence of uncorrected or insufficiently corrected 
presbyopia. The symptom may be taken as an 
indication of the need of glasses for near work, and 
with proper correction with spectacles the sym¬ 
ptom will disappear. 

Another, but quite different, cause of difficulty 
in opening the eyes in the morning is the occur¬ 
rence of angio-neurotic oedema of the eyelids. In 


the examples of this condition which^ have come 
before me, the swelling, which may be so extensive 
as to close the eye, has always been noticed first 
on waking, and has cleared up between twelve and 
one o’clock with what seems to me rather remark¬ 
able regularity. Some of these cases of angio¬ 
neurotic oedema of the lids have also shown similar 
swellings of the loose tissue of the lips and palms 
of the hands. In one case the attacks were associ¬ 
ated with general urticaria. I have nothing to say 
as to the pathology of this condition, but some 
cases have seemed to me to be benefited by 
calcium lactate, but of course it is impossible in a 
spasmodic affection such as this to be sure of the 
value of any particular line of treatment. 

Another and much more serious cause of 
transient cedema of the lids is the presence of a 
chronic frontal or ethmoidal sinus empyema. I 
have notes of four cases of this condition, and I 
am doubtful if its significance is generally recog¬ 
nised. The first case I saw was that of a lady who 
gave a history somewhat similar to that of a case of 
angio-neurotic cedema, but the swelling was more 
persistent, lasting, perhaps, two or three days. The 
swelling was quite unaccompanied by pain, and 
cleared up completely but only to recur. After 
several of such attacks she noticed that the eye¬ 
ball of that side was at a lower level than that of 
the other, but she did not notice any double vision. 
Later a definite and permanent swelling appeared 
at the orbital margin, which on operation was 
shown to be a large frontal sinus. The prob¬ 
able explanation of this phenomenon is that the 
empyema bursts through a small opening into the 
tissues of the lid, and the contents at this stage not 
being septic no inflammation is set up, the small 
opening becomes closed, and the exudation in the 
lid is absorbed. 

Cases of paralysis of the cervical sympthetic are 
fairly common, due to various lesions in the neck 
and thorax. In some of my cases the paralytic 
1 phenomena have been confined to the pupil and 
eyelids, the vaso-motor and sweat fibres apparently 
] escaping, that is to say, that in some cases of 
paralysis of the cervical sympathetic sweating can 
, be induced by the injection of pilocarpine. 

I Typically, paralysis of the cervical sympathetic 
I abolishes the action of pilocarpine. I do not know 
j whether this partial paralysis of the sympathetic is of 
any localising value, and I shall be glad if this 
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point be referred to in the subsequent discussion. 
Much rarer than paralysis is irritation of the sym¬ 
pathetic, although this is sometimes referred to in 
text-books as preceding paralysis. Apart from the 
use of drugs I have only seen one case, and I have 
been on the lookout for such cases for years, but 
this one case was very instructive. A patient was 
sent to me for what was supposed to be right sided 
ptosis ; examination, however, showed that the left 
palpebral fissure was abnormally wide and the right 
fissure appeared smaller by contrast. The widened 
left palpebral fissure was associated with a semi 
dilated pupil and with slight but quite definite 
proptosis. In other words, all the signs of irrita¬ 
tion of the left cervical sympathetic were present. 
A general examination showed that there was 
early tubercular mischief of the left pleura and 
apex of lung. I am unable to state whether para¬ 
lysis followed later. 

I should like here to refer to the nomenclature 
employed in describing the ocular manifestations 
of Graves’ disease, more particularly as to the 
correct name to attach to the excessive widening 
of the palpebral fissure, which is such a striking 
feature of these cases. This excessive retraction 
of the lids is, I think, usually referred to as 
Stellwag’s sign, less commonly as Dalrymple’s. As 
a matter of history, there is no doubt that 
Dalrymple, who was surgeon at Moorfields from 
1832 to 1849, described it long before Stellwag 
wrote his monograph. At the time when Dal¬ 
rymple described it, Muller had not discovered the 
involuntary muscle in the eyelids which now goes 
by his name. Dalrymple in consequence explained 
the condition as being due to spasm of the levator 
palpebrae superioris. The only fresh symptoms 
which Stellwag described was the diminished fre¬ 
quency of the act of winking, the act itself being 
rather imperfectly performed, and if the term 
44 Stellwag’s sign ” is to be retained, it should be 
applied to this phenomenon. 

The use of atropine furnishes by far the greatest 
number of cases of ophthalmoplegia interna seen 
by the ophthalmic surgeon, though in any one 
case it may be very difficult, or impossible, to 
demonstrate how the atropine has reached the eye. 
It may be by rubbing the eye with the hand 
that has just been applying belladonna liniment, 
glycerine of belladonna, or from shaking up a 
mixture containing belladonna and so wetting the 


thumb or finger, or in a case recently seen the 
atropine may be deliberately instilled, such use of 
atropine being strenuously denied. A one-sided 
case of ophthalmoplegia interna of sudden onset is 
most likely to be due to atropine, although it may 
be impossible at the moment to demonstrate how 
the atropine has been supplied. A week or ten 
days’ observation will, of course, settle the matter, 
but I have met with one case of persistent 
mydriasis after the instillation of a single drop of 
atropine—a condition which I cannot attempt to 
explain. A drop was put into the right eye on 
January 27th, 1899, and not repeated. The man 
was a working jeweller, and the right was his work¬ 
ing eye. On the 27th of the following March when 
I first saw him the right pupil was quite motionless, 
and unaided near vision was reduced to J. 12. The 
condition remained the same when the patient was 
last seen on May 1st, 1899. A drop of eserine 
caused the pupil to become a little smaller, and 
near vision improved markedly, but the effects were 
only temporary. I have met with one similar 
recorded case, in which the mydriasis had been in 
existence for twelve months from the original 
instillation. 

Any paper dealing with medical ophthalmology 
from an ophthalmic surgeon’s point of view would 
be incomplete without a reference to the subject 
of ocular headaches, or rather, to headaches depen¬ 
dent on errors of refraction. Without denying for 
a moment the importance of hypermetropia and 
astigmatism as factors in the production of head¬ 
ache, my experience leads me to think that such a 
causal connection is apt to be too easily assumed. 
Headaches are common, hypermetropia is very 
common in this country, and it is not at all unlikely 
that a person the subject of headaches may be 
hypermetropic, and it is easier, perhaps, to tell a 
patient complaining of headache to have his eyes 
seen to, than to make an exhaustive examination to 
ascertain if there be any general cause for the 
headaches. And, of course, there are mixed rases, 
where a condition of debility makes a slight error 
of refraction more potent to produce headaches 
than if the individual were robust and strong. It 
behoves one then, I think, to have clearly in one’s 
mind the characteristics of an hypermetropic head¬ 
ache before coming to the conclusion that a head¬ 
ache is due to an error of refraction. First, as to 
the situation. Most commonly the headache is 
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frontal, more particularly, as Dr. Head pointed out, 
above each orbit, but it is not uncommon for the 
pain to be referred to the back of the head and 
neck. A very characteristic feature is that the 
patients wake up with the headache, which im¬ 
proves after breakfast, and may b*e absent during 
the day if the eyes are not much used, but will be 
increased or brought about by the use of the eyes 
for near work. Of these characteristics perhaps 
the one that is the least well known is the occur¬ 
ence on waking, and it is frequently supposed that 
the eyes cannot be the cause of a headache if the 
latter occurs after a good night’s rest. The ex¬ 
planation is, of course, that the ciliary muscle has 
been relaxed during sleep, and the very act of 
waking is the act of looking at some near object. 
Unless the headache in question presents these 
features, one should, I think, hesitate about cor¬ 
recting a half or quarter D. of hypermetropia or 
astigmatism, but on the other hand, if the head¬ 
ache is ocular in origin no error of refraction is too 
insignificant to correct. The crucial test as to 
whether a headache is truly ocular in origin is the 
use of atropine, which, by paralysing the accom¬ 
modation, annuls the headache, but for obvious 
reasons, one cannot apply this test in all cases. 

Although strictly outside the limits I have set 
myself, I wish to refer to a group of cases of which 
I have seen four examples. I refer to distinct 
double papillitis associated with paralysis of both 
sixth nerves, the combination occuringas a sequela 
of influenza and clearing up completely. The 
combination of papillitis with paralysis of the 
cranal nerve is most suggestive of cerebral tumour, 
and it may be impossible to distinguish between 
these post-influenzal cases and cases of tumour 
of brain. In tiiis connection I should attach much 
importance to the fact that it is the sixth nerve and 
not another ocular nerve that is involved. For 
some reason the sixth nerve seems more prone to 
suffer in general toxic conditions than do the other 
ocular nerves, and I think that this point might be 
one usefully discussed this evening. 

This is not the occasion to discuss the special 
ocular complications of ophthalmic shingles, but 
there are two or three points I should like to refer 
to in connection with this disease. In the first 
place it seems to me that cases of ophthalmic shingles 
are of more frequent occurrence than formerly, but, 
of course, there are obvious fallacies in arriving at 


such a conclusion. In the second place, the 
majority of the cases I have seen have occurred in 
the months of April, May and June. Is there a 
seasonal distribution of herpes zoster? Thirdly, 
cases have seemed to appear in epidemic form ; for 
example, I saw three cases in the same week of 
April last year, and on another occasion I saw 
a case from a village in Somersetshire where three 
other cases were present at the same time. Fourthly, 

I have notes of one case of a second attack in the 
same patient. I believe this to be a very rare 
occurrence. 

In conclusion I must apologise for the dis¬ 
jointed nature of this paper. My excuse must be 
that I have endeavoured to deal wi^h an almost 
limitless subject in a very limited time. 

Mr. Charles Higgens said he really came 
with the idea of learning, and he had been far from 
disappointed with the two excellent papers which 
had been delivered. He did not wish to traverse 
a single statement which those two gentlemen 
made in their contributions. His idea in coming 
to the meeting was to point out the importance of 
double vision generally as a symptom. Double 
vision as a symptom might be trivial, or on the 
other hand it might be one of the gravest signifi¬ 
cance, indicating the presence of serious cerebral 
disease. Among the trivial forms was the common 
form of diplopia which was the early stage of 
inebriety. He remembered on one occasion making 
a careful personal study of that form of double 
vision. He had been to a birthday dinner of an 
old friend, and later in the evening he was looking 
at a picture and he thought he was affected with 
partial paralysis of internal recti muscles. Nothing 
further happened. Another form of diplopia, 
where the symptom might be trivial, occurred in 
cases of myopia. It was not uncommon to find 
that the myopic person had to converge to a point 
very near the eyes, but that his internal recti were 
incapable of keeping up the convergence for any 
length of time, and after an interval one or other 
gave way and the person saw double. Another, 
which was not perhaps so well known, was in the 
case of those who were becoming presbyopic and 
who had a low degree of hypermetropia. They 
would not have glasses and struggled along 
without them. 
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In order to accommodate as much as possible 
they put too much effort into convergence and con¬ 
verged too strongly. They managed to read 
perfectly, but if after they had read for a time they 
looked up suddenly everything seemed double. 
Then if they tried to walk across the room they 
found themselves in difficulties. They were usually 
cured by being provided with glasses which 
enabled them to see easily at the distance at which 
they wished to see, without unduly straining the 
accommodation and with it converging too strongly. 
Then there were the more serious cases in which 
double vision was a symptom. He did not think 
it was so serious in* people unde?* middle age 
because his experience seemed to tally with that 
of Dr. Taylor, that if a man had diplopia probably 
he had a gumma, and anti-syphilitic treatment 
would cure his double vision. But there was 
another kind of case in which the patient had 
passed middle life. He looked upon diplopia in a 
man over sixty years of age as a serious symptom, 
and he was sure it was one which the profession 
did not sufficiently recognise, for he had seen such 
cases in which the condition had been treated as 
something trivial and no particular significance 
was attached to it. But such cases went from bad 
to worse and developed other paralytic symptoms, 
and then their lives might be regarded as likely to 
last not more than a few months. In that 
connection he would mention two cases which 
made rather an impression upon him, as both of 
them were men whom he knew well, and both 
went the same way. One came from the country 
to see him, and he had a slight ptosis. His eye 
was not completely closed and he saw double. 
He treated that patient with iodide and arsenic 
and strychnine, and he was also seen by others in 
consultation. He went slowly from bad to worse, 
and by the assistance of Sir Victor Horsley, who 
was one of those who saw him in consultation, 
tumour in the anterior fossa of the skull was 
diagnosed. It looked as if the tumour every now 
and then shifted, sometimes appearing to go down 
as far as the middle fossa. At any rate he had 
paralysis of the third, fifth and sixth nerves, and 
he believed there were some other nerves in¬ 
volved also; one or other nerve would sometimes 
be worse and others better. In the end the patient 
became maniacal, and five or six months after 
he (Mr. Higgens) saw him, he died raving to 


such an extent that one night a policeman knocked 
at the door to know if there was anything the 
matter in the house. The other case was that of 
an old personal friend, a banker in the city, a hard 
worker, and active, mentally and physically. He 
was sixty-seven years of age, and was fond of shoot¬ 
ing, when he would often out-walk many younger 
men. As he was not well he was told to go to the 
South of France, and he wrote from there saying 
he was bored to death. When he came home he 
(Mr. Higgens) was asked to see him, as he saw 
double. He was being attended by a capable 
general practitioner, and had been seen in addition 
by one or two physicians, who made light of the 
trouble, as the patient and his wife both told him. 
He wrote to the general practitioner, and said the 
condition was most grave, but he did not think 
the practitioner quite believed it at first. But the 
patient went the same way as the other : he did 
not have mania, but he gradually became hemi¬ 
plegic, drowsy, and forgetful, and wasted away. 
He believed that in his case the diplopia, which 
was due to paralysis of the external rectus, was 
caused by haemorrhage, followed later by cerebral 
softening. His object in speaking was to draw 
attention to a symptom which, in his experience, 
did not have the weight attached to it by 
practitioners of medicine which it deserved. 

Mr. W. H. H. Jessop remarked that it had not 
been his intention to discuss the paper. The 
authors were both such excellent observers of fact, 
that there was little left but to ask questions. The 
only point which occurred to him in regard to Dr. 
Taylor’s paper was the extreme importance which 
that gentleman attached to syphilis in his cases. 
He mentioned that some groups of his cases were 
all syphilitic, and he would like to know whether the 
Wassermann reaction was tried in many of those 
cases. His experience was that many nerve cases 
did well on mercury; but that fact did not neces¬ 
sarily prove that the cases were syphilitic. He did 
not quite understand whether Mr. Fleming said he 
had a case of central scotoma in diabetes without 
tobacco. Central scotoma primarily in connection 
with diabetes is mentioned in the text-books, but he 
had been on the look-out for years for such a case, 
without success. When he was working with Mr. 
Nettleship some years ago he thought he had at 
last found in a woman a case of diabetes with a 
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central scotoma. The first question which Mr. 
Nettleship asked was “ Do you smoke ? ” And the 
answer was “Yes.” He had also looked for years 
for a case of second attack of herpes ophthalmicus, 
but had not found one. He asked whether the 
herpes was on the same side in the case quoted. 
Such a condition must be excessively rare. He 
asked Mr. Flemming whether he had seen a case of 
bi-nasal hemianopsia, because that was another point i 
which was mentioned in text-books, and must be 
very rare. Recently he had seen a case of bi-nasal 
hemianopsia in a boy, which had been diagnosed 
by some observers as a case of cystic enlargement 
or tumour of the pituitary body pressing on the 
outside of the optic chiasma. Sir Victor Horsley 
operated on the case, which turned out to be a 
very diffused growth. 

Dr. E. Farquhar Buzzard said that he would 
like to obtain information on a point in connection 
with toxic conditions affectingthe eve. He wanted to 
know whether the combination of excessive alcohol 
and excessive tobacco was capable of producing a 
subacute or chronic optic neuritis, associated with 
peripheral restriction of the visual fields without 
central scotoma, and resembling the papillitis which 
results from increased intra-cranial pressure. 

He had recently seen a case in which the 
condition of the eyes with regard to the appear¬ 
ances in the fundus and the character of the visual 
fields suggested increased intra-cranial tension, but 
examination of the patient generally gave no 
further evidence of intra-cranial disease. There 
had been no headache, and the vomiting which 
had occurred could be ascribed quite reasonably to 
alcoholic gastritis. 

The question was of practical importance, 
because if it were certain that only increased 
intra-cranial pressure could produce this condition, 
decompression by trephining the skull was certainly 
indicated, in the hope of saving what little vision 
remained. If, on the other hand, the condition of 
the eyes could be accounted for by the influence 
of alcohol and tobacco, the question of opening 
the skull did not arise. In spite of the fact that 
two ophthalmic surgeons took the view that there 
must be increased intra-cranial pressure, he was 
still conscious of a little doubt in the matter. 

Dr. Wilfred Harris said he was very interested 


in the ckse referred to by Mr. Jessop of bi-nasal 
hemianopsia with pituitary tumour. He had heard 
of that symptom being caused by pituitary tumour. 
He had known of two other cases of bi-nasal 
hemianopsia when he was working up his M.D. 
thesis on hemianopsia fourteen years ago. Dr. 
Lees mentioned one case which he had seen and 
had charted. He gave him (Dr. Harris) the 

report of it. The patient was a boy, and the 
condition was apparently due to hysteria, and the 
hemianopsia cleared up entirely. The other case 
was one recorded in the ‘ Australasian Medical 
Gazette/ and there it was proved to be due to 
pressure on the chiasma by calcified carotids. The 
same .paper referred to another case which had 
been reported due to symmetrical cerebral tumours. 
Another form of visual trouble due to pituitary 
tumours which had not been mentioned that 
evening was central scotoma. I he macular fibres 
running in the centre of the optic nerve rose to 
the dorsal surface of the back of the chiasma, and 
pressure from above might damage them first. 
Central scotoma had been known to be the initial 
symptom of pituitary tumour. He believed the 
remarks made by Dr. Taylor on Argyll-Robertson 
pupil would be agreed to by most of those present, 
namely, that syphilis was the cause in practically 
every case. He said “ practically/' because probably 
Dr. Taylor would admit that occasionally cases 
turned up in which there was no sign or symptom 
of syphilis at all to be found. Certainly that had 
been his own experience; that now and again a 
case of uniocular Argyll-Robertson pupil was seen 
in which there was perfect reaction to light on one 
side and immobile pupil on the other in a patient 
who showed no evidence of syphilis. He remem¬ 
bered seeing a case of a nurse at St. Mary’s 
Hospital some years ago, who had suddenly 
developed that condition of one pupil. She was 
aware of its appearance in a day or two apparently, 
and there was no reason to suspect she had 
syphilis or any other form of disease. In her case 
there was no paralysis of the ciliary muscle. What 
the ultimate outcome of that case w r as he did not 
know. He understood Mr. Flemming to say that 
the sudden onset of internal ophthalmoplegia must 
be due to atropine and nothing else. [Mr. 
Flemming: I did not say “must.”] He (Dr, 
Harris) had seen that condition come on in 
Argyll-Robertson pupil with ciliary paralysis, 
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which became permanent. The patient was an j 
actor, and denied all venereal disease, but had 
almost suddenly developed complete, mydriasis and 
paralysis of the right pupil, with paralysis of accom- J 
modation, and no reaction to light or to converg- | 
ence. He could not read small print. At that | 
time the left eye was normal, the knee-jerks were i 
normal, and there was no sign of other disease. 
He had seen that patient at intervals during the 
last four years, and twelve months later he 
developed Argyll-Robertson pupil on the oppo¬ 
site side, and so he now had bilateral Argyll- 
Robertson pupil, using the term “Argyll-Robertson 
pupil ” in the wider sense. A year or two afterwards 
he developed subacute syphilitic nieningo-myelitis, 
with more or less spastic paraplegia for some 
weeks. That cleared up under mercury, and that fact 
again was suggestive of its syphilitic origin. The 
Argyll-Robertson pupil was often seen in other 
conditions ; one frequently saw it in hospital in 
patients who had aortic disease and aneurysm. 
Recently he showed at the Neurological Section a 
man with a trauma of the inner cord of his brachial 
plexus, with aortic disease, but no other sign of 
tabes but the Argyll-Robertson pupil. With 
regard to blindness in disseminated sclerosis as 
opposed to tabes, to which Dr. Taylor referred, 
he supposed the fact that patients with dis¬ 
seminated sclerosis never went blind was on all 
fours with the other conditions in dissemi¬ 
nated sclerosis : the fibres were rarely or never 
entirely destroyed. He had seen one case of dis¬ 
seminated sclerosis in which the vision was 
diminished to only perception of light. It was 
when he was house-physician at Queen Square 
Hospital fifteen years ago. The woman was 
speechless, and could not utter a single word. She 
was also very emotional, and burst into silent 
laughter when spoken to. She was blind, but such 
depths of blindness were rare in disseminated 
sclerosis. He wished to ask Mr. Flemming on 
question about sympathetic paralysis which he 
referred to. It was frequently met with in cases in 
which it could not be accounted for, and the 
associated pupil was frequently mistaken for 
Argyll-Robertson pupil. He came across a case 
the other day in which there was sympathetic 
paralysis on one side, with ptosis. The statement 
of the patient was that on the side of the paralysis 
for the last twenty years he had been liable to 


excessive sweating. That was contrary to his (Dr. 
Harris’s) previous experience, and to what was 
published on the point. Usually these patients 
had a dry skin. He had no explanation to offer 
for that, but he would be glad to hear if Mr. 
Flemming had come across anything similar. 

Mr. J. Herbert Fisher said he had felt 
particularly interested in the remarks which were 
made by Dr. Farquhar Buzzard, and in the question 
which he had asked. He (Mr. Fisher) would 
agree with his ophthalmic colleagues in regard to 
the case if the optic papillitis was one in which 
there was a definite choked disc present. He did 
not think that in any case of so-called retro-bulbar 
neuritis due to tobacco or alcohol there would be 
any swelling of the optic disc. He had seen in 
acute cases of tobacco amblyopia associated with 
excessive alcoholic indulgence a condition of 
congestion of the disc with blurring of its margin 
and undue fulness of retinal veins, and in the most 
severe cases cedema and haemorrhages in the inner 
nerve-fibre layers of the retina. But he had never 
seen a case which he would have attributed to 
alcohol and tobacco in which there was any swelling 
of the papilla which could be regarded as true 
optic papillitis. He was averse to regarding the 
ordinary cases of tobacco amblyopia as cases of 
retro-bulbar neuritis. The primary cause in these 
cases seemed to be located in the retina, and 
particularly in the ganglion cell layer of the retina. 
One knew the effect of nicotine on ganglion cells, 
particularly with regard to the sympathetic system, 
and physiologists used nicotine to demonstrate 
whether there was a relay of nerve-cells on any 
nerve pathway which they were investigating. If 
the view he was advancing was true, the lesion in 
tobacco amblyopia should not be regarded as a 
retro-bulbar neuritis, and there was forthcoming an 
explanation of the fact that the feature of tobacco 
amblyopia was the depression of function in the 
region of the macula; in that situation there was 
such an abundance of cells in the ganglion cell 
layer that practically every nerve pathway had a 
ganglion cell interposed, whereas in the peripheral 
part of the retina the ganglion ceils were few 
and far between, and probably the majority of 
the fibres passed directly into the nerve-fibre 
layer of the retina without any relay in ganglion 
cells. 
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Dr. C. O. Hawthorne said it was not easy to 
discuss papers of so comprehensive a range. 
Moreover, on the side of omission certainly little 
could be said, yet he would venture to add two 
comments. The first had reference to the relation 
between retro-bulbar neuritis and disseminated 
sclerosis. He gathered from the remarks which 
were made, both in the papers and by subsequent 
speakers, that retro-bulbar neuritis was referred to 
on all occasions as an event which might display 
itself in the ordinary clinical evolution of dissemi¬ 
nated sclerosis, i. e . that it occurred in connection 
with other well-marked symptoms, making the dia¬ 
gnosis, from the neurological point of view, quite 
conclusive. He recognised that this was sometimes 
the case. But he would have liked to hear whether 
it was not the case that retro-bulbar neuritis was, 
at least every now and again, the first event in the 
development of disseminated sclerosis, and not 
only the first event, but an event long antecedent in 
point of time to the appearance of other symptoms. 
Within the last few days he had seen a lady who 
had marked symptoms of disseminated sclerosis, 
and it happened that she came under his observa¬ 
tion first of all ten years ago, when she had retro¬ 
bulbar neuritis, and when her case was submitted 
to him to determine whether or not there were 
other signs of organic nervous disease. At that 
date there was no evidence of involvement of the 
general nervous system. But after ten years she 
now appears with well-marked signs of disseminated 
sclerosis, and such an experience he was satisfied 
was not without parallels. The other point which 
he wished to add was in relation to the visual field 
in functional nervous disease. He agreed with 
what Dr. Taylor said that hemianopia was not 
very infrequently the sole existing symptom of 
organic nervous disease and that it might so exist 
for many years. He recorded some few years ago 
the case of a patient who was sent to him at the 
hospital by the late Mr. Hancock and in whom 
the evidence was conclusive that the hemianopsia 
had been in existence some nineteen years. But 
what he would like to hear was whether Dr. Taylor 
had ever found hemianopsia in functional nervous 
disease. The matter was one of great practical 
moment in the diagnosis, say, between organic 
and functional hemiplegia. Personally, whilst he 
was familiar with changes in the visual field in 
functional nervous disease, he had never seen 
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hemianopsia in this condition; the changes, in his 
experience, were always after the type of crossed 
amblyopia, with, in some instances, dislocation 
of the colour fields. If he were to criticise one of 
Dr. Taylor’s positive statements it would be one of 
his remarks on the subject of ocular paralysis. He 
agreed with what Dr. Taylor said about various 
ocular symptoms as being sometimes the first 
events in the evolution of tabes dorsalis. But he 
questioned very much whether such a doctrine 
involved the further statement that an unexplained 
ocular paralysis was practically always a syphilitic 
phenomenon, or a phenomenon indicative of the 
approach of tabes. As bearing on this point he (Dr. 
Hawthorne) once saw a case of ocular palsy in asso¬ 
ciation with Bell’s paralysis ; the paralyses occurred 
together and faded away together, and the patient 
had remained well for at least two years. If “ cold 5 
was a satisfactory explanation of a facial paralysis, 
it was difficult to resist the suspicion that it might 
equally well cause an ocular palsy. There were 
numbers of cases in which the probability of 
syphilis was at a minimum, and in which after 
watching the patient for years an ocular paralysis 
might be the only serious event. In view of such 
experiences he hesitated to accept the conclusion 
that such paralysis had necessarily a grave prog¬ 
nostic significance. He cordially associated himself 
with what had been said in appreciation of the 
interest and value of the papers. 

Dr. Herbert French said there were two points 
which had not been referred to fully in the papers, 
namely, lead poisoning and fungating endocarditis. 
Mr. Flemming said that if he found optic neuritis 
associated with paralysis of the external rectus he 
was suspicious of a toxic cause being at work, and 
he mentioned influenza in that connection. He 
(Dr. French) would recall to the meeting some 
papers by a doctor whose name he could not 
remember, writing from Queensland and drawing 
attention to the fact that in children, if he found 
optic neuritis and sixth nerve paralysis at the same 
time, he always thought of lead poisoning. Those 
cases were apparently more common in Queensland 
than here, the reason given being that the 
verandahs there were painted outside and the heat 
of the sun blistered the paint, and children, playing 
a game that entailed clutching the rails of the 
verandahs, got the paint on to their hands and thus 
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in time into their food. The doctor saw many 
children every year who suffered from lead 
poisoning on that account, and it would be interest¬ 
ing to know how many cases of apparently idio- j 
pathic retro-bulbar optic neuritis in this country were 
really due to lead. The other point to which he | 
wished to refer was mooted but not specifically 
referred to, namely retinal haemorrhages and optic 
neuritis in fungating endocarditis. Actual embo- j 
lism of the central artery of the retina had been 1 
mentioned by Dr. Taylor. He (Dr. French) did not ! 
know whether it was possible to have embolism of ! 
the central artery of the retina without there being 
any blindness or similar symptoms, but it was 
certain that in the general wards there were heart j 
cases (fungating endocarditis) which presented defi¬ 
nite optic neuritis, and that they would not be 
known to have any ocular changes at all unless the 
discs were looked at in the ordinary routine. 
The text-books described two main types of 
fungating endocarditis—the typhoid type and the 
pysemic type—but neither of those were seen at all 
commonly now that antiseptic principles of surgery 
had done away with so much septicaemia. The 
cases now met with were cardiac cases of fungating 
endocarditis ; the symptoms were those of heart 
disease, and the difficulty was to know whether the j 
patient was suffering from ordinary mitral stenosis 
for example, with mechanical heart failure and 
nothing more, or whether he had superadded 
fungating endocarditis. There were a definite 
number of such cases in whom, if the ophthal¬ 
moscope were used, the discovery of optic neuritis 
at once turned the balance in favour of the 
diagnosis of the more serious lesion—fungating 
endocarditis—instead of the less serious one of 
“simple” valvular disease. The value of ophthal¬ 
moscopic examination in those cases and the 
discovery of optic neuritis was very great from the 
point of view of diagnosis and prognosis, and he 
felt that he would not like the evening to close 
without it being referred to specifically. 

Dr. Des Voeux said he hesitated to bring 
forward his opinions among experts, but his 
interest in the subject had overcome his cowardice. 
For many years he had referred cases which ap¬ 
peared to him to be ocular in origin to the oph¬ 
thalmic surgeons, and he had in many cases received 
in reply a letter to say that there was a very slight 


error of refraction, often due to hypermetropia, 
but the error was so slight that it could not be the 
cause of any of the symptoms which were due to 
a defect in general health. Many such cases were 
pilloried about between ophthalmic surgeon and 
doctor, neither of whom could find anything to 
account for the illness. He was sure that many 
times he was right, and the ophthalmic surgeon 
wrong. He had therefore tried to tabulate the 
symptoms which he believed to be due to an oph¬ 
thalmic cause, and not due to defect of the general 
health. Mr. Flemming had referred to the oph¬ 
thalmic headache, that due to error of refraction, 
but he seemed to think that eye headache and 
other symptoms due to the eyes were uncommon. 
His own view was that eye symptoms and the 
headache which accompanied them were extremely 
common. He would refer to some symptoms which 
he had met with, and which he considered to be 
I ocular in origin and due to some error of refraction, 

! generally slight hypermetropia and astigmatism. 
Everyone was agreed that the headache which 
followed close work, such as reading, was ocular, 
and most people would also allow the same cause 
for the headache from seeing picture galleries and 
attending theatres. It was often attributed to the 
place being stuffy, but was really due to eye-strain. 
Headaches often occurred in people after travelling 
by train ; but many of them would say it was not 
due to their seeing things rapidly, but to the 
shaking of the train. He had met two women 
I who suffered so much from headaches when 
travelling that they always travelled at night, for 
1 the fact that their eyes were closed reduced the 
! disability. Such persons experienced very great 
discomfort from seeing cinematograph shows, so 
that they vowed they would not see another. 
Further inquiry often showed that such people 
I did not have their headaches in the country, but 
1 only in large towns. One lady had one residence 
1 in Ireland, at Killarney, and one in London, and 
told him that her life in London was a misery, but 
when she went to Killarney she enjoyed perfect 
health. Such people got a headache when they 
1 went to a big meeting, where many people were 
moving about, and they generally avoided 
1 processions and pageants. Movement and crowd 
I associated were abhorrent to them. He believed 
those were all of the same type. Probably the 
ophthalmic surgeons present would not believe 
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him because he had many letters saying that it was 
not true. But he believed that such patients 
would all be found to have slight hypermetropia 
and astigmatism, if examined under atropine, but j 
the surgeons did not as a rule examine them under 
atropine. That precaution would show that the | 
error was often greater than they had thought. : 
His attention was concentrated on that type of * 
case by having two marked examples in women 
who had each been to two ophthalmic surgeons, | 
and both those gentlemen sent the cases back to i 
him with the statement that it was the general J 
health at fault, and not an eye condition. They 1 
both went of their own accord to an ophthalmic ; 
surgeon (at that time unknown to the speaker) and | 
he cured them. He believed the migrainous 
headaches were ocular, at any rate he had not yet 1 
found a migraine patient with normal eyes, although | 
all the migrane patients had not been cured by i 
wearing glasses. Typical migraine was commonest ! 
in men, but was found in women often atypically. j 
He had come across several cases in women of 
vomiting having followed slight headache which 
was ocular in origin. A year ago the matron of a 
London nursing home asked him to go to the 
country to see her mother because she had attacks 
which were supposed to be uraemia. She had been 
confined to bed for three months, was fed on 
milk only, had emaciated rapidly, and was sup¬ 
posed to be dying. Her urine was of very low 
specific gravity—1002-1004. He suggested that j 
she should be brought up to Ixmdon to the 
nursing home, and that advice was followed. The 
patient told him that she had attacks of head¬ 
ache, followed by vomiting every third, fourth, or 1 
fifth day, and that the attacks lasted twelve to 
twenty-four hours. There was a soft pulse, the 
heart was normal, and no sign of disease was j 
present except that she was emaciated, and that j 
the urine was of a specific gravity of 1002, but 1 
contained no albumen or casts. She was kept in I 
the home quiet, and steadily improved, so that in J 
less than a fortnight the specific gravity of the j 
urine had increased to 1015. He sent her to an , 
ophthalmic surgeon, who ordered her glasses, and 
her recovery had been complete. As another 
typical case of ocular migraine, he mentioned the 
following case: A gentleman, aer. 47 years, first ' 
suffered from blindness (at a race meeting), \ 
followed by vomiting at the age of 17 years. 


From that time until six months ago he had had 
recurrences. If the attack began in the daytime 
he became blind (right field of vision); then he 
saw red specks, and in twenty minutes headache, 
usually unilateral, came on; after an hour there 
was retching and vomiting, which lasted some 
hours. If the attack began on waking, as was 
usual, the ocular symptoms were lacking. He had 
been almost completely cured by glasses. If these 
symptoms were truly due to an ocular cause which 
was uncorrected, it was no wonder that many of the 
sufferers shrank from mixing in the world, became 
morbid and introspective, and, finally, completely 
neurasthenic. 

Mr. Ernest Clarke suggested that it was not 
the ophthalmic surgeons who were at fault in 
these cases, but the physicians. The ophthalmic 
surgeons had been as people crying in the wilder¬ 
ness ; for years they had been preaching the 
doctrines of eye-strain. They had been trying 
to make physicians understand that slight errors 
of refraction and small defects in the balance 
of the ocular muscles could produce extra¬ 
ordinary symptoms, in fact, almost any functional 
disease, but the physicians would not recognise 
that. It was not altogether their fault, because 
they often sent their cases to oculists of the old 
school, who found by their test-types that the 
patients could read f, and without making a 
thorough examination under atropine reported that 
“vision was practically normal.” Mr. Flemming 
struck the right note when he said that the head¬ 
aches could only be diagnosed and properly treated 
under a cycloplegic—homatropine for persons over 
twenty-five years of age, and atropine for those under 
that age. That was the keynote of the whole subject. 
If the physician knew that no cycloplegic had 
been used, he should send the case back to the 
ophthalmic surgeon for that to be done. In that 
way only could they know that eye-strain had been 
eliminated. If only the physicians would realise 
this, the whole of the profession would follow suit. 
The symptoms which might follow eye-strain were 
too innumerable to detail, and the whole subject 
was much too vast to tackle at that late hour. 

Mr. Flemming said, with regard to thrombosis 
of the central vein, he understood Dr. Taylor to 
say that some cases of that kind cleared up. He 
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(Mr. Flemming) had not had such an experi¬ 
ence. 

Dr. James Taylor, in reply to Mr. Flemming's 1 
question, said he had seen several cases of retinal , 
thrombosis clear up, though not absolutely. Still, 
they had regained a fair amount of vision. In 
answer to Mr. Jessop, with regard to the syphilitic 
cases, the Wassermann test had not been syste¬ 
matically done, but he had heard that one of , 
the cases referred to by Mr. Flemming had since 
had a Wassermann done and it was positive. 1 
With regard to diabetes and the production of a 
central scotoma for colours in such patients, he 
would mention one case which he had not recorded, 
a case which was referred to him by Mr. Morton 
some years ago. The man had a very definite 
central scotoma for colours. He had been a 
teetotaller all his life, and had not used tobacco 
for twenty years. He had sugar in his urine, and 
he died in the country three months after he was 
seen by Dr. Taylor. Dr. Buzzard had referred to | 
the possibility of alcohol and tobacco alone causing 
optic neuritis. He could not say he had seen 
anything like grave papillitis, such as would justify 
surgical interference from these causes alone. Dr. 
Harris appeared to agree with what he himself 1 
said as to the production of Argyll-Robertson , 
pupils by'syphilis. He did not mean to say that 
the occurrence of Argyll-Robertson pupil always 
meant syphilis, but it would be acknowledged by 
all that the occurrence of Argyll-Robertson pupil 
carried with it a strong presumption of the occur- 1 
rence of syphilis in the patient. Dr. Harris also 
referred to the blindness met with in disseminated I 
sclerosis. He (Dr. Taylor) said he had never 
seen permanent blindness in that disease, but he 
had seen temporary blindness associated with it. 
He had seen blindness in one eye in that disease. 
With reference to Dr. Hawthorne's interesting I 
contribution to the debate, he thought they both 1 
agreed that retro bulbar neuritis was a condition to ! 
be taken very serious note of in reference to 
disseminated sclerosis. He felt sure that those 1 
cases of disseminated sclerosis which had a history, 
so often definite in those cases, of temporary loss 
of vision in one eye some years before they came I 

under observation, were cases of the class to which 1 

I 

Dr. Hawthorne referred, in which the retro-bulbar 

I 

neuritis was the cause of that blindness, and pro¬ 


bably was the first sign that disseminated sclerosis 
was impending. With regard to the fields of vision 
in functional cases, he agreed wilh Dr. Hawthorne 
in saying that in functional conditions of paraplegia 
and hemiplegia he had never seen hemianopia. 
But he had seen the ordinary narrow field, with 
crossed amblyopia. Dr. Hawthorne seemed to have 
misunderstood him in reference to ocular paralysis. 
He did not mean to say he regarded ocular paralysis 
as always syphilitic, because he mentioned other 
conditions, such as ophthalmoplegic hemicrania 
and myasthenia, in which there was no suggestion 
of syphilis. What he did say was that he had 
never seen sixth nerve paralysis in association with 
Bell's paralysis, and this he mentioned as indicating 
the doubt he had in his mind as to whether cold 
alone was a frequent cause of sixth nerve paralysis. 
He did not say that in the great majority of cases 
isolated third nerve paralysis was, in his opinion, 
the result of syphilis. With reference to Dr. Des 
Voeux’s very interesting speech, he thought the 
bone of contention lay between him and the 
ophthalmic surgeons, and on that matter therefore 
he (Dr. Taylor) could well keep silence. He was 
extremely obliged to the various speakers in the 
discussion for the amiable way in which they had 
spoken of his contribution. 

Mr. Flemming, in reply, said he had no case of 
his own of central scotoma in diabetes. The 
striking point was the small amount of tobacco 
which would cause a central scotoma in a diabetic. 
He had never seen a case of bi-nasal hemianopia. 
Cases of sympathetic paralysis did occur where 
the condition affected the pupils without involving 
the vasomotor fibres. Dr. Hawthorne mentioned 
5 retro-ocular neuritis as an early symptom in 
disseminated sclerosis. Unfortunately the oph¬ 
thalmic surgeon did not see such cases later. He 
was pleased to hear reference to cases of paralysis 
of the sixth nerve, but he did not hear why that 
nerve should suffer in that connection. With 
regard to ophthalmic herpes, he had seen such a 
recurrence in the last twelve months, but he 
believed Sir Jonathan Hutchinson said it never 
occurred. The subject of ocular headaches was 
worthy of a paper to itself. He saw cases of 
supposed ocular headaches in which iron and an 
occasional aperient seemed more appropriate treat¬ 
ment than spectacles. In true migraine the mere 
correction of refraction was not sufficient; there 
were other things to be considered as well. 
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RUBELLA (GERMAN MEASLES). 


Under the names of German measles, rotheln, 
rubeola, and others, rubella has gradually become 
universally recognised as a clinical entity separate 
from scarlatina and measles. It was first accurately 
described in England by Mayon in 1815. While 
at one time there were many who denied the 
existence of such a disease, there are now some 
who hold that under this name are described two 
conditions, one of which is truly rubella, the other 
not. This view, which is not generally accepted, 
is most prominently upheld in this country by Dr. 
Dukes, who claims to have separated from rubella 
an infectious disease which he calls “ the fourth 
disease,” since it is neither rubella, scarlatina, nor 
measles. 

Aitiology .—The age-incidence of the disease 
shows one peculiarity in that, although it is most 
common in young children, yet it occurs in older 
children and adolescents far more frequently than 
does measles, presumably because the majority 
contract measles in early life, owing to its great 
infectiveness. Rubella has been reported in an 
infant a few days after birth (Scholl). 

Its seasonal incidence shows that it is most 
common in the spring months, three quarters of the 
cases occurring between March and June, with a 
maximum in May. The incubation period is long— 
from ten to twenty-one days, usually from fourteen 
to eighteen. Quarantine, where necessary, should 
be for three weeks. 

Symptomatology .—Symptoms of invasion are 
absent in the majority of cases, and the rash is 
the first thing noted, as in varicella. In some 
cases there are sore throat, moderate fever, slight 
coryza, and enlargement of the glands in the neck, 
with occasionally pain in the neck. Vomiting, it 
should be noted, is “excessively rare” (Caiger). 
These symptoms do not precede the appearance 
of the rash by more than twenty-four hours. The 
throat shows a general redness. During the first 
twenty four hours of illness small bright red points 
may be present on the uvula and soft palate 
(Forchheimer). 

The rash at first rather resembles that of measles, 
changing by the second day to one that is mqre 
scarlatiniform in character. It rapidly disappears 
in three or four days. It is very characteristic of 
the eruption that it appears on the face and rapidly 
sweeps down the length of the body. In any one 
place it is not visible for more than twenty-four 
hours. 

It appears usually first on the face, in the form 
of pale, pink, discrete spots, which are paler, pinker, 
and more discrete (early) than those of measles. 
There is no circum-oral region left free of the 
eruption. On the trunk the rash usually becomes 


confluent, so that a uniform erythema, sometimes 
punctate, is present. As the face is now clear 
again the case resembles strongly one of mild 
scarlatina. The rash now usually disappears 
rapidly, and does not last for more than three 
days. In exceptional cases the rash on the body 
may remain discrete or may become confluent, 
forming macules which are smaller than those of 
measles. Rarely the rash does not appear on the 
face at all, but is first seen on the trunk and limbs 
I as a scarlatiniform erythema. This form, with 
j some mild cases of true scarlet fever, is generally- 
held to constitute what Dr. Dukes describes as 
“ the fourth disease.” The fever is very mild in 
amount and short in duration; rarely over ioo° F. 

* or ioi° F.; it lasts not longer than twenty-four 
■ hours, and is present usually while the rash is 
coming out. 

Glandular enlargement is present in the majority 
j of cases ; usually the posterior cervical and mastoid 
glands are affected, but sometimes other superficial 
glands may become swollen. Rarely, glands other 
| than the cervical are the only ones affected. In 
some epidemics the frequency of the adenitis is 
I less than in others. The glands, when swollen, 
remain discrete and never suppurate. 

Catarrhal symptoms are very slight; frequently 
there are some itching of the eyes, lacrimation, 
and a little injection of the conjunctive. Sneezing 
and a slight watery discharge from the nose may 
also occur. 

Desquamation, although it may be absent, is 
commonly more profuse than in measles, and may 
be very copious. It takes a fine branny form, but 
it appears undoubted that “ pin-hole ” desquama¬ 
tion may occur. 

Infectivity .—Rotheln is certainly contagious for 
a day or two before the onset of the rash and while 
the rash is appearing, but at no time is it very 
contagious. By the time the rash has disappeared, 
unless catarrhal symptoms persist, the patient is 
no longer infectious at all. It would seem that if 
personal disinfection be carried out, under ordinary 
circumstances the patient may be regarded as safe 
after a week. 

j Treatment .—Isolation and rest in bed comprise 

I the only necessities of treatment in most cases. 
The patient may be allowed out of doors while 
desquamation is proceeding. 

The above is taken from Dr. Reginald Miller’s 
book on ‘ The Medical Diseases of Children,’ pub¬ 
lished by John Wright & Sons, Ltd., Bristol. The 
author has produced a book of teaching value; 
its contents, and the order, length, and phraseology 
of its articles have been arranged with this end in 
view, and the needs of the student and practitioner 
have been provided for most successfully and well. 
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MEDICAL TREATMENT OF 
GASTRIC ULCER.* 

By W. ESSEX WYNTER, M.D., F.R.C.P., 
F.R.C.S., 

Physician and Lecturer on Medicine, Middlesex 
Hospital. 

Gentlemen, —I trust I shall not disappoint you 
when I announce such a commonplace subject for 
my lecture as gastric ulcer, But I feel that gastric 
ulcer is a condition which gives rise to a great deal 
of trouble both to patients and practitioners : it is 
one that is constantly met with, and, moreover, I 
think that in our practice at the Middlesex Hospital 
we have developed some rather new and successful 
methods of treatment, which are not quite familiar 
beyond our own walls. 

Gastric ulcers, as you know, may be separated 
into several varieties. In the first place, we have 
the acute perforating ulcers which are scarcely 
preceded by symptoms. These almost inevitably 
belong to the surgeon. A later group, belonging 
to the period after middle life, are cancerous, and 
there again comes in the surgeon. But in addition 
to these we have numerous cases of gastric ulcer 
occurring in patientswhose ages range from eighteen 
to forty years. These cases are to be graded 
according to the intensity of the symptoms, the usual 
ones being pain, vomiting, and haemorrhage. There 
is a great disproportion in the incidence of the 
sexes. I should say that probably 90 per cent, of 
the patients who are affected between the ages of 
eighteen and thirty or forty are young women. 

I will deal first with the exceptions. There are 
various causes that can be advanced for the 
occurrence of true gastric ulcer in middle age 
other than the one of which I will speak presently. 

I have seen very definite gastric ulcer in ca^es of 
consumption. There have been instances of typhoid 

* A lerture delivered at the Polyclinic, Chenies Street, 
\VC. 
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fever involving ulceration of the stomach. I re¬ 
member meeting with a very curious phenomenon 
on one occasion. A patient who had accidentally 
swallowed a hairpin developed all the symptoms of 
gastric ulcer, pain after taking food, frequent vomit- j 
ing, recurrent hemorrhage lasting many months, j 
Taking all the circumstances into consideration, I ! 
concluded that it was a case worthy of gastrotomy. 
The gastrotomy was performed, and the surgeon 
failed to find any hairpin. But on the second or 
third day after operation—the first time the bowels 
were moved—the hairpin came away, so that the 
surgeon had quite inadvertently done the best 
thing possible. Owing to his manipulations the 
hairpin had been passed through the pylorus and 
had gone uninterruptedly through the intestine. 
Such an injury as that involved in swallowing 
foreign bodies is quite capable of setting up gastric 
ulcer. A case came to the post-mortem room re¬ 
cently which had been thought to be one of some j 
acute inflammatory condition deep in the abdomen. I 
At the autopsy it was discovered that there was | 
phlegmonous inflammation in the upper part of | 
the duodenum, and on careful examination a fish- j 
bone was found to be sticking through the mucous | 
membrane. That was a source of inflammatory 
infection. Under other circumstances such an 
accident might well have led to ulceration. But 
the cases of independent ulceration of the stomach 
commencing in middle life are extremely rare, and 
I may perhaps be excused for setting them on one 
side for the moment. 

The great mass of cases, as I have said, occur 
among females between the ages of eighteen and 
thirty or forty, becoming rarer as age advances. 

If one takes pains to examine the blood, it will be 
found that in an enormous proportion of these 
cases there is chlorosis, which is associated with 
hyperchlorhydria, or an excess of hydrochloric 
«icid in the gastric secretion. I think that this is 
the real origin of these cases of gastric ulcer. It 
is important to distinguish between these cases in 
which there is a gross lesion and those in which 
there is very serious haemorrhage, called by Hale 
White “gastrostaxis.” There is a difficulty in dis¬ 
tinguishing between the true gastric ulcer, of which 
there are comparatively few cases, and the gastric 
symptoms occurring in chlorosis. This strikes one 
most forcibly on looking through the reports of a 
large hospital, where we may see records of, say, 


fifty cases of so-called gastric ulcer admitted in the 
course of the year, of which forty-eight or forty-six 
have occurred in women and have been sent out 
practically well, while the three or four exceptions 
are middle-aged men and women who remain un¬ 
relieved. That incidence should suggest some 
origin peculiar to young women, and I think we 
find it in chlorosis. 

The changes which affect the stomach in this 
condition are chiefly epithelial abrasions. There 
is nothing in the early stage which could be 
called ulcer. The abrasions are hardly visible and 
are only demonstrable by microscopical section, 
but they are sufficient to give rise to haemorrhage. 
The few cases which have been examined by the 
operator or pathologist have only revealed minute 
bleeding points in the epithelium. Sometimes as 
many as twenty have been found, but nothing that 
would require a ligature. In one case that recently 
died under my care, in which there had been 
repeated and severe haemorrhage, nothing was at 
first found abnormal in* the stomach on the occa¬ 
sion of the autopsy, but presently a small pin¬ 
point was noticed which was traced to a little 
puncture in the gastric artery. I think, however, 
from the history of these cases of chlorosis with 
gastric symptoms, that many of them at a later 
period develop true ulcers. That is to say, if we 
take the majority of cases with definite ulceration 
which come up for treatment between the ages of 
thirty and forty, we shall find on close examination 
and on looking into the previous history of the 
patients that they have suffered from these minor 
gastric symptoms years before. In the larger 
number of cases of true gastric ulcer this deve¬ 
lops as a result of the abrasions occurring in 
! hyperchlorhydria associated with chlorosis in young 
women. 

The point about which I wanted chiefly to speak 
was the special treatment of these cases. Philosophi¬ 
cally, when any organ is diseased, the first thing 
required is physiological rest, and there appears at 
first sight to be great difficulty in giving such rest 
to the stomach because of the need of taking 
nutriment in order to maintain life. But this require¬ 
ment's been apparently exaggerated, for the staple 
treatment now at the Middlesex Hospital in all 
these cases in which there is pain, vomiting and 
haemorrhage—especially haemorrhage — is abso¬ 
lutely to starve the patient. It is found that, as 
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a rule, such patients are not hungry, although I 
am aware that some text-books say that the 
patient’s hunger is a peculiarity of ulcer as com¬ 
pared with cancer. But in our experience they 
are not hungry, and they do not become so for 
some days, so that the deprivation of food is no 
great trouble for them. But there is a difficulty 
in withholding fluid, and it is important to withhold 
fluid because of the disturbances which are brought 
about by the distension of the stomach when fluid 
is taken. The stomach expands and pulls upon the 
ulcer, thereby retarding the process of recovery. 
Further, if anything is put in the stomach the 
effect is to stimulate the secretion of gastric juice, 
and it is this acidity which the food provokes—not 
the food itself—that causes the irritation and the 
trouble. Another disturbing process is peristalsis. 
If we can exclude distension, acidity, and peri¬ 
stalsis, leaving the ulcer completely at rest, it is 
capable of healing very rapidly indeed. 

The method of keeping the patient going 
without food is mainly carried out by giving water 
injections per rectum . I originally kept my 
patients on a minimum amount of milk nutriment 
supplemented by a due quantity of water per 
rectum , but my colleague, Dr. Pasteur, has gone 
further, and given rectal injections of water only. 
The method is to proceed tentatively, giving first 
five, then eight, and then ten ounces of water in 
this manner so as to accustom the patient to 
retain it. She is then given ten ounces of water 
injection every four hours for as long as may be 
necessary. In the usual way this is not more than 
from three to five days, but in severe cases the 
treatment has been maintained for as long as three 
weeks. During that time the patient has not lost 
in bulk—I do not know about weight—and has 
suffered nothing in the way of discomfort. 1 
remember one very remarkable case of duodenal 
ulcer in a man, with persistently recurring haemor¬ 
rhage, in which this treatment was prolonged for 
three weeks. When this patient first came in the 
hospital he was entirely blanched, and subsequent 
haemorrhages could hardly have made him paler. 
But when they ceased, the man actually gained 
colour. The problem to me was as to where he 
got his colour, involving as it did the development 
of haemoglobin in the blood. The truth of it was 
that he probably diffused haemoglobin from his 
muscles. Thus the patient may actually show an 
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improvement in his condition rather than go back 
when placed on this purely water diet. It is the 
custom of the nurses to empty and wash out the 
bowel with a pint or two of water every morning, 
so that the cleansing of the colon is ensured. 

The adoption of this method gives an opening 
for drug treatment without interfering with the 
stomach. Some few years ago I was asked to see 
a patient who was almost in extremis on account 
of hemorrhage by the bowel. She had five quite 
copious blood motions in the course of the 
morning that I was present, and she was indeed 
in an extremely anemic and feeble condition. I 
employed a calcium treatment, giving her fifteen 
grains of calcium lactate dissolved in ten ounces 
of water every four hours. No doubt the patient 
was near the end of her hemorrhage, but from 
that time there was no repetition whatever. It is 
useful to know that by the addition of calcium 
lactate to the eneraata the trouble from haemor¬ 
rhage can so readily be met. Further, the time is 
long to patients thus situated, and often they do 
not sleep. They are alert, and mentally they 
suffer a great deal, with very severe physical pain 
| sometimes added. Chloretone dissolved in the 
I enemata will keep the patient in a kind of trance, 

I or at least will act as a sedative, and this should 
be frequently repeated, perhaps every four hours 
'Fen ounces of water will carry ten grains oi 
chloretone, and even more with the aid of glycerine. 

As regards vomiting, or at least retching, which 
may be continuous, although there is nothing in 
the stomach, chloretone is most useful, and 
another remedy which was advocated three or four 
years ago was the inhalation of oxygen, but little 
I use appears to have been made of it, and I do not 
I think that anyone has offered to explain how it 
j acts. But the continued inhalation of oxygen will 
| check almost any vomiting, and for cases of gastric 
ulcer in which one is unwilling <0 give drugs the 
oxygen inhalations are particularly useful. I have 
had the greatest successes with this method in the 
persistent vomiting after operation for perforating 
ulcer. By giving these inhalations for a few minutes 
at a time the trouble was entirely quieted. 

These are, I think, the preferential methods to 
be employed when one has to deal with an acute 
case. Others, less severe, may be met by drug 
treatment. An * old drug, which ntey perhaps be 
spgkcn as a revival, but a very useful one in 
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gastric symptoms, is belladonna. Extract of bella- | 
donna in half-grain or quarter-grain pills will be 
found serviceable, both as a local anaesthetic and 
probably as an agent in diminishing secretion in 
the stomach, and also in diminishing the peristalsis. 
'One of the most efficient remedies in stimulating , 
healing of an ulcer is peroxide of hydrogen. This 
has not been given very much internally, but by 
using it in gelatine capsules of a capacity of ten 
minims, and filling them at the bedside by suction 
with a 3 per cent, solution it is quite easy to 
convey it to the stomach without losirig it on the 
way. One case which was recently under my 
care afforded an extremely valuable example of the 
benefit of that treatment in conjunction with water 
enemata. It was the case of a woman, aet. 40 
years, who had for twelve years been suffer¬ 
ing from gastric ulcer, occasionally with haemor¬ 
rhage, and always with pain. She was greatly 
attenuated and extremely weak, and I thought the I 
only measure to advise was an immediate opera- j 
tion. The surgeon opened the abdomen and | 
found an ulcer quite as large as the palm of the I 
hand. It projected on the outer side of the j 
stomach, giving a distinct bulge to that organ, and 
to the fingers appeared to present very much the 
thickness and consistence of a crumpet. There 
was half-an-inch thickness of granulation-tissue, 
and the ulcerated part was two or three times the 
thickness of the normal stomach-wall. It was j 
near the cardiac end, and unfortunately the state of | 
the patient was such and the disturbance so badly | 
tolerated that she ceased to breathe after the ! 
administration of chloroform, and was with some j 
difficulty restored. The surgeon had to cease | 
thinking of any further interference at the time, 
but the operation so far as it had gone had afforded 
the opportunity for a direct examination of the 
condition of the stomach upon admission. The 
patient afterwards rallied, and for several weeks ! 
she was under medical treatment for gastric ulcer 1 
the idea being that as soon as she had mended f 
sufficiently a complete excision should be made. 
During this period she had ten minims of peroxide 
of hydrogen twice a day. At the end of five 
weeks she was really in a very promising condi¬ 
tion, The surgeon then again opened the abdomen 
in order to deal finally with the ulcer, but he could 
find nothing*xq dcal/wijtv—th*: .ujcer h^<j .lujajed. 
Instead of thfc:bulging,/n/tsidfc stum^qj/jReje 



was a little star-like puckering, and the wall of the 
stomach was no thicker at that part than anywhere 
else. The patient was for the second time sutured 
together, and she has been reasonably well ever 
since. Here, therefore, we have a living instance 
in which an ulcer, two inches in diameter, has 
absolutely healed and contracted within five weeks. 
This example is most exceptional, and is very 
encouraging from the point of view of the medical 
treatment of gastric ulcer. It is the more encourag¬ 
ing because the surgeons are finding the results of 
gastro-enterostomy to be unfavourable, and are 
relinquishing the hope of being able to heal the 
gastric ulcer by that method. 

Another drug which I have used in connection 
with gastric ulcer, and which I have already 
mentioned in the course of this lecture, is chlore- 
tone. Dissolved in glycerine or petroleum, this 
makes a very useful drug in painful conditions of 
the stomach and in vomiting when there is doubt 
as to the presence of a really definite ulcer. But 
I think that in cases in which there is actually an 
ulcer there is no better method of healing than to 
keep the stomach absolutely empty, as already 
described. 

The graduated feeding subsequently is not a 
! very complex matter. The patient begins to lose 
| the epigastric tenderness and to complain of 
hunger. Sometimes as early as the third day, and 
at any time between the third and the tenth day 
after the commencement of the no-food treatment, 
on pressing the epigastrium one gets a negative 
response to inquiry for tenderness. This, combined 
with hunger on the part of the patient, is an 
indication to begin feeding. The first nutriment 
may be given in the form of one ounce of milk 
with one ounce of lime-water, making two ounces 
in all, every two or four hours. This quantity may 
be gradually increased, and the aim should also be 
as far as possible to increase the interval of time 
elapsing between the administrations. It is useful 
then to give milk slightly thickened with sanatogen, 
plasmon or glidine, so as to introduce a little 
more concentrated nutriment. Following upon 
this, junket and custard—the latter especially—are 
most concentrated forms of nourishment, and I am 
very fond of giving jelly as early as possible in 
such cases. There is some special virtue in 
gelatine, I think, in diminishing the tendency to 
haemorrhage, particularly when locally applied. 
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In addition to arresting haemorrhage to some ! 
extent, meat extract and jelly are good things for j 
use in the early stages of recovery because they j 
are so easily soluble. I 

From these foods one may pass on to calves’ or 1 
sheep’s brains, in which there is very little residue I 
and nothing fibrous. After that come tripe and 
sweetbread and very tender meat, such as stewed ' 
sheep’s tongues. Flat-fish has the advantage of j 
always being softer than any other kind, and I 
always limit the patient to this form of fish diet. 
With these articles, together with milk puddings, j 
the patient will gain in weight very rapidly. But | 
even if assured that the ulcer is healed it is well to i 
advise the patient to keep to these forms of diet, i 
The acidity of the stomach increases with the time 
during which it has to retain its contents, so that , 
nothing like tough meat, or badly masticated and 
indigestible food, should be allowed to enter it. j 
These things bring about a spasm of the pylorus, I 
increase the acidity, and are capable of breaking ! 
down a recently healed ulcer. We physicians are I 
at a disadvantage as compared with the surgeons 
with regard to the effectiveness of repair. They | 
may be satisfied with fibrous union, whereas we j 
require, if possible, restoration of complex tissues, 1 
and in many cases the fibrous cicatrix does not 
serve our purpose. After the cicatrix has existed 
for weeks or months it is probable that an epithelial 1 
growth may form over it and assist in its protection, | 
but undoubtedly a cicatrised ulcer in the stomach I 
is quite likely to break down under increased 
acidity. Therefore we require to be very careful 
in the matter of food for some months after 
recovery. 

It is very important also to attend to the condi¬ 
tion of chlorosis. The best remedy is a combination 
of arsenic and iron—three or four minims of liquor 
arsenicalis and five grains of citrate of iron, with 
glycerine. 

Alcohol is particularly contra-indicated in this 
disease. It tends to stimulate the ^omach, to 
increase the secretion, and to excite the circulation, 
and in all its aspects it is unfavourable to the heal¬ 
ing of gastric ulcer. Hence I have not referred to 
alcohol as part of the dietary. 

I ought to add that as soon as the patient is able j 
to take nourishment by the stomach we diminish the | 
number of enemata. Instead of giving them once I 
every four hours, we give them once every six hours, ' 


and then only two, or perhaps three per day are 
given. The aim should be to keep up the proper 
amount of fluid in the body, and one should only 
diminish the rectal injection in proportion to the 
fluid that is taken by the stomach, so as not to let 
the fluid supply of the body fall below three pints. 

There is one further consideration. It is an 
inevitable conclusion that cancer of the stomach 
is very often grafted upon chronic ulcer. I was 
very much impressed with a series of cases that 
were demonstrated to us upon the introduction of 
gastro enterostomy. In my own experience a series 
of dilated stomachs associated with gastric ulcer 
had been treated in various ways, among others by 
the constant current. In a considerable propor¬ 
tion of these cases of which I have known the 
history for as long as six years—say one third of 
them—the lesion proved to be cancerous when 
gastro-enterostomy was performed. It is beyond 
belief that the cases could have been cancerous for 
six years, and beyond question that the patients 
had serious symptoms during the whole of that 
time. So that, with a view to defending the patient 
from the ultimate occurrence of cancer of the 
stomach, in addition to the other suffering, it is 
extremely important to make a sustained effort to 
heal the gastric ulcer. 

May 22 nd , 1911. 

The Medical Golfing Society.— The 19 n 

tournament of this Society will be held on Thursday, 
June 15th, at Canons Park, Edgware, by kind 
invitation of the Edgware Golf Club. Play will be 
as follows : Eighteen holes match play v. Bogey 
under handicap. Class I: Handicaps 12 and 
under; Class II: Handicaps over 12. The 
“Henry Morris” Challenge Cup and the Medical 
Golfing Society’s Gold Medal will be awarded for 
the best return under handicap. A first and second 
prize and a prize for the best last nine holes will 
be given in each class. In addition, the medical 
members of Edgware Golf Club are kindly pre¬ 
senting a prize for the best first n ine holes. There 
will also be a cup presented by Mr. Canny Ryall 
for the best gross score . Anyone on the Medical 
or Dental Registers can join by payment of the 
annual subscription, five shillings, which includes 
entrance to the tournament. Entries should be 
sent on or before Monday, June 12th, to L. Eliot 
Creasy, Hon. Sec. and Treas., The Medical Golfing 
Society, 36, Weymouth Street, London, W. (Tele¬ 
phone 904 Paddington). 
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A STUDY OF THE LIFE-HISTORIES OF 
FIFTY CASES OF CHRONIC INTESTINAL 
STASIS TREATED BY SHORT-CIRCUIT¬ 
ING OR COLECTOMY. 

By HAROLD CHAPPLE, M.A., M.B., B.C.Cantab., 
B.Sc., F.R.C.S.Eng. 


Recognising the importance of the ill-effects on ' 
the individual produced by defective drainage of 
the bowel, and realising the necessity of a radical 
treatment in many of these cases, in 1901 Mr. 
Arbuthnot Lane preformed the first of a series of 
operations for a condition which he has described 
under the title of chronic intestinal stasis. Since j 
that time this work has progressed and developed, ! 
and it seemed to me that it would serve a very 
useful purpose if fifty of the accessible cases so 
treated were subjected to a careful analysis and 
fancies replaced by facts. If it be true that a 
real condition has been observed and subjected to 
a satisfactory treatment then progress has indeed 
been made, but if, on the other hand, the results of 
these operations have been a series of monotonous 
failures, as apparently some would have us believe, 
then by all means let us follow their advice and 
relegateThese operations into oblivion. 

I shall only describe such things as I have myself j 
seen, and I have endeavoured to take nothing for 
granted, but as I have been fortunate enough to see 
many of these cases beforehand, and have assisted 
at many of the operations, I can put forward 
evidence which is obtained from personal observa¬ 
tion, and I have gone into all these cases as fully 
as possible. 

The statement that colectomy has been recom¬ 
mended for constipation rivals in its completeness 
one made to the effect that amputation of a carcino¬ 
matous breast was advised for the removal of the 
‘Mump.” The constipation in itself cannot be a 
pathological entity, but is merely the outward and 
visible sign, patent even to the lay mind, of a 
defective intestinal drainage, which, it is submitted 
is productive of very grave harm. None, of the 
patients whose histories are recorded below would 
have permitted themselves to be subjected to 
operative treatment for the mere fact that his or her 
bowels were not opened regularly, nor would such a 
treatment have been suggested. But it was the 


observation that this intestinal stagnation was 
accompanied by, and resulted in, such a grave con¬ 
dition that led to the adoption of radical surgical 
measures. In no case was any operative treatment 
suggested before all simpler remedies had been 
given a prolonged trial and failed. 

I have divided the cases into two groups. The 
former group, A, includes those patients whom I 
have been able to observe and question personally, 
while the latter group, B, contains those whom I 
have been unable to see, but I have placed on 
record their own statements as to their condition, 
and added those of their medical attendants where 
possible. 

Naturally it is on the evidence of the former 
group that I have based most of the remarks that 
follow. 

The accompanying list does not pretend to 
include all the cases that have been subjected to 
such operative treatment. It includes fifty cases 
of which I had personal knowledge and were 
reasonably accessible to me, and the object of 
this paper is to submit the facts observed, and to 
try and suggest what can be learnt from a detailed 
study of the life-histories of these patients. 

A careful analysis of these histories shows a 
remarkably constant set of signs and symptoms, 
and it is submitted, first, that these are due to a 
condition of chronic delay in the passage of the 
intestinal contents, which delay is mainly in the 
colon, and secondly, that this delay is due to the 
mechanical obstruction caused by evolutionary 
adhesions, with the result that an absorption of an 
amount of toxic material greater than can be effi¬ 
ciently dealt with is rendered possible. Based on 
this hypothesis the lower end of the ileum is divided 
and an end-to-side anastomosis made between this 
divided end and the upper part of the rectum. In 
the earliest cases the colon has been removed up 
to the splenic flexure, or in the later cases as 
far as the ileo-colic junction. 

First of f all, then, let us observe what features 
these patients presented, and note their conditions 
both before and after their operations. A com¬ 
parison drawn between these will place us in a 
position to be able to judge of the results obtained, 
and to see how far we are justified in assuming 
that the hypothesis on which this work is based is 
a correct one. 

In making this comparison, the feature that first 
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attracts one is the change in the mental attitude of 
these patients, and a most striking contrast is 
brought out between the wretchedness which had 
dominated their past and the renewed hope and 
interest in their present life. 

No one who has heard them could fail to 
appreciate this change .of view, and the persistence 
of their search for something—anything that could 
alleviate their pain and physical and mental misery— | 
bore eloquent testimony to the fact that the failure | 
of their previous treatment and their consequent j 
inclusion among the class of neurasthenics, hypo- j 
chondriacs, etc., had done little to relieve their J 
condition. j 

In the majority of the cases the constipation j 
was not regarded as of any importance by the i 
patient, but the abdominal pain was the symptom 
that most frequently caused them to seek advice, 
and it was for this symptom that the operation was 
first performed. 

The degree of this pain varied in intensity and 
frequency. Beginning with a sense of discomfort 
and then a definite feeling of distension, at first 
occasionally felt, especially when first rising in the 
morning or towards the end of a tiring day, this 
pain progresses to an almost continuous dull ache, 
or to the occurrence of acute attacks of a severe 
type. These attacks are of a colicky nature, and 
are often brought on by any exertion (see Case 1, 
etc.), but often the patient could give no idea as 
to any cause. They vary in frequency from a few 
in a month to several in a day. 

They also vary in severity, and Case 10 gave a 
graphic account of crawling round on her hands 
and knees during such an attack almost distracted 
with the pain. 

This pain was often relieved by, or absent during, 
the assumption of the horizontal posture, and was 
often temporarily cured by an action of the bowels 
if such were possible. 

In some of the cases the pain was most marked 
when the bowels acted, and in some the action of 
purgatives and enemata was to produce pain of so 
severe a nature that their use had to be abandoned. 
The site of the pain was usually indicated by a 
hand placed on one or other side of the abdomen, 
and in those cases which I saw subsequently 
operated on was a very fair guide to the main site 
of obstruction. 

As I have stated above, the operation was first ! 


performed for the relief of pain, but it was soon 
observed that removal of the colon was followed 
by the disappearance of certain signs and symptoms, 
and these have since been shown to be so 
constantly associated with the condition of intes¬ 
tinal stasis, and^so constantly removed by the opera¬ 
tive relief of the stasis, that there can be no reason¬ 
able doubt of their causation. 

These symptoms are grouped under the title of 
those due to auto intoxication, and are now dealt 
with separately. 

Headaches of a severe nature were present in 
most cases. It was quite common for the patient 
to volunteer the information that this headache 
was definitely worse during an aggravated attack 
of constipation. 

Attacks of nausea followed by retching or 
actual vomiting were present in most cases. These 
attacks varied in severity and frequency. In 
Case 7 the vomiting at the end became such 
that she was quite collapsed. The ejected 
material was of a foul odour suggesting faecal 
vomiting to her medical attendant. In several 
cases blood has been present in the vomit, 
suggesting the diagnosis of a gastric ulcer, although 
none such was found at the operation. 

Loss of appetite was a constant symptom. 

Loss of weight was present in all cases, and 
where known I have given the actual weight in 
pounds. 

Signs of defective circulation were shown in most 
cases by the markedly cold hands and feet from 
which the patient suffered. 

Mental apathy was present in varying degrees 
in the majority of cases, Case 25 volunteering a 
statement which may be taken as typical—“that 
she took no interest in life at all and simply wished 
to be left alone. She rose weary in the morning, 
sleep having afforded no relief, she was tired out 
by midday, and the rest of the day was spent 
dragging out a miserable existence, the same per¬ 
formance being repeated daily.” Their previous 
treatment having proved of no avail they were tired 
of drugs, and the very name of “ enema ” seemed 
to arouse a curious feeling of repulsion in some 
of them. Mental efforts seemed to make an 
excessive demand on the capital energy of these 
patients, and in Case 30 had advanced to such a 
state that her mental condition might almost be 
described as one of torpor. Many felt that death 


104 The Clinical Journal. ] 


MR. HAROLD CHAPPLE. 


[May 24, 1911. 


would be a relief, and two had actually attempted to 
bring about this end. 

Constipation was most markedly obstinate in all 
the earlier cases. It varied in degree up to Case 30, j 
who had on several occasions gone twenty-eight I 
days without an action. All were quite dependent j 
on purgatives or enemata, and in most these had | 
only a partial or no effect other than to produce i 
marked pain and nausea. Later it w*as observed | 
that a condition of stasis might be present with j 
constipation and diarrhoea alternating. j 

Foul taste in the mouth .—These patients com- j 
plained of an almost constant foul taste in the j 
mouth. Their teeth were often carious and their 
breath foul. The tongue was almost constantly ' 
furred. t 

Attacks of distension of the abdomen were found j 
in most cases. These were accompanied usually j 
by discomfort and relieved by eructation or the 
passage of flatus or an action of the bowels. 

General muscular pain was complained of in j 
many cases. They described their legs giving way j 
under them and a loss of mobility of the joints. A ! 
physical examination of these cases showed : 

Skin staining .—This was present as a general I 
staining, giving as a rule a sallow appearance or a I 
lightish brown tinting. Superaddqd to the general 
staining were localised patches of a more definite 
nature. This was usually most marked under the 
eyes, in the axilke and groins, and in any region 
where pressure was made by clothes, etc. This 
staining was very well marked in Case 5, who 
was almost the colour of an Indian. 

The patients themselves were often well aware 
of this change of colour, their friends having 
remarked on it. The skin itself in well-marked 
cases had lost its elasticity and had a dried, 
shrivelled appearance. 

The amount of staining varied directly with the I 
distance of the site of obstruction from the j 
stomach. It was most marked in obstructions at the I 
ileo-pelvic colon and least in cases of obstruction j 
at the duodeno-jejunal flexure. This staining 
varied with the colour of the hair, being very ' 
marked in those with dark hair and least marked j 
in those with red hair. , 

The breasts were found to be “ lumpy ” in these ! 
cases. This change was, as a rule, first noticed in 
the upper and outer quadrants and more frequently 
in the left than the right breast. This condition, 


which in its early stages is described as chronic 
mastitis, and later as a cystic degeneration, was very 
marked indeed in most cases. The nipples were 
frequently deeply stained. Here, again, there is a 
definite relation between the site of obstruction 
and the amount of cystic degeneration, the degree 
of breast change bearing a direct relation to the 
degree of auto intoxication and affording a definite 
index to the extent of the latter. That these 
degenerated breasts are exceedingly liable to 
malignant change has impressed itself most forcibly 
on my mind. 

Abdomen .—The skin of the wall was, as a rule, 
stained to a greater or less degree and had lost its 
elasticity in a large number of cases. 

The wall itself had lost tone. 

The lower part of the abdomen was frequently 
distended. 

The colon was usually easily palpable, and this 
palpation was attended with tenderness and pain 
over the fixed portions, and hence the site of 
maximum tenderness varied in position. In the 
majority of cases it lay over the area of the caecum 
or ilio-pelvic colon, or both. The caecum as a rule 
w'as a pelvic organ and much dilated. In some 
cases, however, it was fixed in the right iliac fossa. 
The ilio-pelvic colon presented two main varieties. 
In one of these it was fixed in the left iliac fossa 
and palpable as a thickened straight tube. In the 
other it is not so easily felt, but at operation was 
found as a large distended loop, with its ends 
approximated and fixed by adhesions to the left iliac 
fossa. 

The transverse colon is usually palpable and 
hangs below the level of the umbilicus, and its 
middle portion is frequently as low as the true 
pelvis. The ileum is usually entirely in the pelvis. 
If these patients be given a bismuth meal and its 
course be followed on the screen it is found that 
the bismuth reaches the caecum in the average time 
of four and a half to six hours unless an ileal kink 
be present, and that the real delay to its passage is 
found in the colon. 

Previous treatment .—This had in all cases been 
long and varied. Purgatives of all varieties had 
been tried and tried by the most able physicians. 
Case 2 was under leading London physicians for 
three years. Case 34 had been under leading 
German scientists. Case 24 had taken seven drops 
of croton oil twice a week for many months, and 
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so on. Enemata of every kind had been tried by j a large cloth, and the region of the caecum is 
efficient hands. Diet, massage, electrical treatment, j examined. This viscus is usually found dilated, 
etc., had all had their turn, and failed to relieve. | and lying in the pelvis, from which it is withdrawn. 
Various surgical measures had been adopted to [ Now the lower end of the ileum is found, and 
relieve the pain—appendicectomy, nephrorrhaphy, | followed along its course. In many cases it will 
ventral fixation of the uterus, removal of coccyx, j be found that it cannot be withdrawn from the 
and so on, and yet the trouble had continued; ! abdomen, but that it is fixed by adhesions to 
nor was the reason far to seek. The merest the posterior wall, and sharply kinked—a con- 

glance at the patients, and their stories, would dition which Mr. Lane has described as an 

convince the most sceptical of the. need for t ileal kink. Should this be present it is not neces- 

something to be done. One case, No. 12, was j sary to disturb it, but such a portion of the ileum 

taken from a home for the dying. Another case, j is taken above this obstruction that it will be easy 
No. 30, is described as being sent up as a dernier > to swing it over to the pelvic colon. The region 
ressort. Many had been chronic invalids for many of the ilio-pelvic colon and rectum is then 
months. It would, perhaps, be well at this point j examined. It is absolutely essential to find the 
to draw attention to the improvement that some of I lowest point of obstruction, and to this end 
these patients made when they were kept on their j the rectum is drawn out of the pelvis. This is 
backs. This is due to the fact that in this position quite frequently an elongated, dilated portion of 
the intestinal drainage is much improved. How- bowel, and in one case referred to measured over 
ever, they rapidly lost ground again as soon as they three feet in length. It is drawn up, and the 
attempted to get about once more. It seemed j lowest accessible portion is made use of. 
possible that, in some of the cases, had the patient j These two portions having been selected for the 
been possessed of considerable means, and had no I anastomosis, the rest of the abdominal contents 
necessity to earn a living, much might have been j that have been withdrawn are returned and care- 
done in this way. At the same time I should ! fully packed away with large cloths. The selected 
point out that, even in those so fortunately placed, j part of the ileum is then held up and crushed 
after two or more years of such treatment in the j across its length with a pair of strong forceps, 
ablest hands there was only a steady progress down- | Then a ligature is passed through the correspond- 
hill to be reported. It must be quite obvious that j ing mesentery, so as to avoid any vessels, and 
no amount of medical treatment could hope to ! firmly tied, so as to embrace the crushed portion 
relieve the obstructions which were found at the J of bowel. A pair of strong clasp forceps is then 
operations under consideration. I securely placed across the ileum, about half an inch 

The operative procedure adopted by Mr. Arbuthnot j on the proximal side of the ligature, and the 
Lane in these cases was as follows: Half an hour 1 bowel is divided by a Paquelin’s cautery between 
previous to the commencement of the operation the the ligature and the forceps. That part protruding 
regions of the axillae are carefully cleansed, and up to from the grip of the forceps is seared by the 
four pints of sterilised normal saline are introduced ! cautery, and is then packed in a sterile cloth, and 
under the skin. An injection of morphia and | held aside, while the distal end is invaginated by 
atropine is given at the same time, and then j a purse-string ligature and made quite firm. An 
open ether is administered, the saline infusion j end-to-side anastomosis is now made. The selected 
being continued during its administration up to, portion of the pelvic colon is taken up along its 
say, six pints. The abdominal wall is carefully length in one of the pairs of blades of a Lane’s 
prepared, and an incision is made through intestinal “ twinning ” forceps. The other pair of 

the left rectus from the level of the umbilicus blades is placed across the length of the ileum at a 

downwards, and if necessary is prolonged upwards, point some two inches above the clasp forceps. The 
so that there is sufficient room in which to work. two pairs of blades are then locked, and the whole 

The viscera are then examined. The first is packed off by large pieces of silk wrung out in 

structure usually encountered is that part of the sterilised vaseline. The clasp forceps are then 

loop of the transverse colon which lies in the removed from the end of the ileum, which is then 

pelvis. This is packed away in the abdomen with 1 implanted laterally into the pelvic colon. It may 
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here be mentioned that the thinning of the bowel, 
consequent on the condition of the patient, may 
make this a difficult proceeding. 

Having completed this anastomosis, a full-sized 
oesophageal tube is introduced through the anus 
by an assistant, and, aided by the surgeon’s hand 
in the pelvis, is carefully passed up along the 
rectum, and through the junction up along the ileum 
for some two or three feet. It is fixed in position 
by a stitch through the tube and perinaeum. The 
intestinal contents are thus drained off from above 
the junction. It is retained some four or five 
days, and is then withdrawn. The passage of 
this tube is often a very tedious performance, and 
the difficulty that is experienced during its introduc¬ 
tion, even with the aid of the surgeon’s hand in 
the pelvis, shows how quite impossible it must be 
to introduce this tube up into the ilio-pelvic colon, 
etc., in life without the aid of a sigmoidoscope. 

It is of great advantage to the patient not to 
undo the adhesions of the iliac colon, as they tend 
to prevent regurgitation along the bowel in the 
reverse direction. 

Should the pain have been a sufficiently promi¬ 
nent feature it is considered necessary to remove 
the colon. 

This is done by commencing at the caecum and 
ligaturing the meso-colon firmly in portions, and 
then removing the bowel by cutting through the 
meso-colon distal to the ligatures. Care is needed 
in dealing with the transverse colon to avoid the 
duodenum. 

The colon is removed to about three or four 
inches above the anastomosis, and the bowel is 
here divided by crushing and then applying a 
ligature firmly, and then dividing above the ligature 
with Paquelin’s cautery. The upper part is of 
course removed, and the lower end is invaginated 
and laced firmly down to the level of the junction 
by purse-string sutures. 

Originally a lateral anastomosis was made. This, 
of course, was used as it was considered a safer 
procedure. However, so much work is thrown 
upon this junction by the new arrangement that 
however carefully and firmly it was done it was 
found that in course of time in some of the cases 
the blind ends of the ileum and pelvic colon became 
distended and dilated, and were apt to cause a 
feeling of distension and pain of such a degree 
that it became necessary to open the abdomen 


again and lace them up. This distension was 
much more marked in the case of the ileum than 
it was in the colon. This was followed by relief 
of the pain. 

To obviate this an end-to-side anastomosis is 
now made. The abdominal wall is closed by layers 
of gut and Michel’s clips are put in the skin. 
The abdomen is surrounded by large hot fomenta¬ 
tions which are frequently changed, and as soon as 
possible the patient is placed in the sitting posture. 
One of the most remarkable features is the slight 
degree of shock that follows this operation if done 
as described. It is no rare thing to see the patient 
reading a newspaper within thirty-six hours of the 
operation and expressing herself as feeling already 
much improved. One patient who was operated 
on under tropococaine related the details of her 
operation to me on her return to the ward with 
much enthusiasm. 

As regards the pathology of this condition, I 
fancy that no one who has carefully observed the 
“ operative findings ” can have any doubt that the 
cause of delay to the passage of the intestinal 
contents in these cases has been placed on a firm 
anatomical basis. The delay is undoubtedly due 
in the majority of instances to the presence of 
adhesions, which fasten the bowel to the posterior 
abdominal wall, with the result that the bowel 
is kinked upon itself at an acute angle, and 
often in addition is rotated on its longitudinal 
axis, so that the anti-mesenteric border is drawn 
down to the posterior abdominal wall, and a 
definite condition of partial obstruction is thus 
produced. I have seen these phenomena so 
frequently that I have not the slightest doubt as 
to their being the cause of obstruction. One 
is impressed by the fact that these retaining bands 
or adhesions are evolutionary and useful, and only 
produce obstruction when they are formed irregu¬ 
larly, having failed to secure the bowel uniformly, 
a kink or obstruction resulting in consequence. 
The difficulty of realising that the conditions 
described exist seems to arise from the fact that 
the picture presented on opening the abdomen 
is a variable one in that the site of the important 
adhesions and their effect on the bowel differs in 
the different cases. These adhesions develop in 
the mesentery or meso-colon, but are quite distinct 
I from it, and they can be dissected off and the 
| mesentery left intact. 
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Then there is the other smaller group of cases 
in which the obstruction is due to static causes, 
e. g. an ileal kink may be produced by the bending 
of the lower end of the ileum over the pelvic 
brim as it passes upwards to a caecum which is 
fixed in the right iliac fossa; or, again, a definite 
obstruction may be caused at the duodeno-jejunal 
flexure, which is normally a fixed part of the 
intestine, by the pull of the weight of the jejunum, 
producing an angulation of the bowel at this point. 

To give a detailed account of the conditions 
which were found in these patients at their opera¬ 
tions, it will perhaps be easiest to describe the 
various regions in turn, beginning with the region 
of the caecum. It should be pointed out that these 
regions may be affected separately or together in 
the individual patients. 

The accum itself lay in these cases usually 
entirely in the pelvis. It was found as a flabby, 
voluminous, dilated organ, with its w’all much 
thinned and its muscle-tone gone, but in some it 
was firmly fixed by adhesions in the right iliac 
fossa. These adhesions distorted this viscus 
according to their site, being more marked on the 
inner or outer aspect in different cases. They 
usually included the appendix, which was found 
kinked in the centre or acting itself as a support 
running up behind the caecum, and being attached 
to the iliac fossa, or upwards and inwards in 
relation to the ileum, in a few cases. On the 
other hand, the appendix was found quite free and 
unaffected by the adhesions. In some of the 
cases a definite kink of the ileum was produced. 
This condition has been fully described by Mr. 
Arbuthnot Lane, in a paper entitled, “The Kink 
of the Ileum in Chronic Intestinal Stasis,” which 
was published in the ‘ Lancet 9 ; but it may be 
pointed out here that there are three distinct types 
of ileal kink. The most common was that pro¬ 
duced by adhesions formed in this neighbourhood, 
and developing in the under-surface of the mesen¬ 
tery of the last part of the ileum ; they fix it firmly 
to the posterior wall, and in some cases rotate the 
bowel on its longitudinal axis, so that a most 
definite obstruction is brought about. The second 
type is produced by an adherent appendix which 
involves the terminal portion of the ileum. The 
third type is produced by the pull of the lower end 
of the ileum over the pelvic brim as it runs up 
from the pelvis to a caecum lying in the right iliac 


fossa. This variety occurs only in a very feeble 
subject. 

In the region of the hepatic flexure adhesions 
were found on a few occasions hanging up that 
part of the colon to the under-surface of the liver 
and the anterior surface of the kidney. 

The pyloric end of the stomach was in many cases 
found fixed to the under-surface of the liver or 
gall-bladder by a definite band which was separable 
from the anterior layer of the gastro-hepatic 
omentum, and was divided freely. This band in 
some cases was continued over the pylorus and 
picked up, the corresponding part of the transverse 
colon in some cases producing a definite obstruc¬ 
tion at this point. 

Similar changes occur in the region of the 
splenic flexure, and this being, as a rule, more 
highly placed under the costal margin than the 
hepatic flexure, and being found so firmly fixed, it 
was often the most difficult part of the bowel to 
remove in a colectomy. 

Case 2 showed the most definite obstruction in 
this region, and the terminal part of the transverse 
colon was anchored to the first part of the 
descending colon by dense adhesions across the 
concavity of the splenic loop. 

The region of the ilio-pelvic colofi was most 
interesting. Here three main types were found : 

(1) An elongated, dilated, omega-shaped loop, 
whose two ends were approximated and fixed to 
the iliac fossa by adhesions. 

(2) More rarely this loop has, in addition, a 
central limb whose apex is also attached to the 
fossa, 

(3) Is a very common type, and appears to 
represent the failure of the distal end of the 
omega-shaped loop to become attached, and the 
proximal end becomes firmly bound down as a 
straight tube in the iliac fossa, the ilio-pelvic colon 
and rectum beyond this point of attachment 
becoming elongated, dilated, and voluminous in 
the following way: The last site of obstruction is 
in the rectum, the constant presence of hard 
fecal matter in its lowest part causing an obstruc¬ 
tion, and thus a dilatation and elongation of this 
viscus is produced if its upper end be fixed as it is 
in the region of the iliac colon. Now this elonga¬ 
tion becomes itself a cause of obstruction, as in 
the act of defecation the ilio-pelvic colon and 
rectum can no longer be converted into a straight 
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tube and the contents readily evacuated. Conse- 1 
quently faecal matter tends to accumulate in this | 
part more and more, and a vicious circle is set up, | 
with the result that one finds frequently this part | 
of the intestinal tract markedly elongated and i 
dilated, and its tone lost. In one case the rectum | 
measured over 3 ft. in length in a child. , 

It is interesting here to call attention to Case | 
32. She was given an enema previous to her 
operation, and its introduction was accompanied 1 
by very marked pain. It was not returned, and j 
when the abdomen was opened about an hour later j 
it was found that the rectum and that part of the 
pelvic colon distal to the portion of bowel fixed in t 
in the left iliac fossa were much dilated by the 
enema, and contained it all. None had succeeded J 
in getting past the lower limb of an omega-shaped | 
loop, the ends of which were firmly adherent to ; 
the iliac fossa. i 

In most of these cases the patients had definitely 
lost a great deal of weight, and some were very j 
markedly thin. 

This loss of fat was a factor of the greatest 
importance in these cases, since it helps to aggravate 
the condition of intestinal stasis, which is the 
primary cause of all the trouble. That fat acts as 
a valuable supporting medium for all the abdominal 
viscera is quite clear. The removal of this fat 1 
means, then, the removal of the support to a great j 
extent, and the viscera tend to fall. In this way a ; 
movable kidney is produced, and this tends to lead 1 
on to a hydronephrosis and pyonephrosis. The | 
liver tends to become mobile. The various dis- | 
placements—retroversion, prolapse of the uterus— 
are thus brought about. The intestines themselves 
tend to drop, and so the obstructions at the various 
sites are made more pronounced, and a vicious 
circle set up. Added to this loss of fat is the ! 
associated loss of muscle power, and this tends to I 
aggravate the conditions described. i 

In a large number of the cases operated upon | 
the ovaries were found to be cystic. The left ! 
ovary is almost constantly involved in the adhesions 
of the meso-sigmoid, and is cystic. The right ovary 
lay in relation to the adjacent diseased appendix, 
and, pressed on by the loaded caecum, a prolapse 
was brought about. In this position it did not 1 
function and was cystic. 

The result of this delay in the passage of the 
intestinal contents is that a larger quantity of 


some toxic material is absorbed than can be 
efficiently dealt with. 

Metchnikoff and his assistants have worked at 
the faeces of some of these patients before and 
after their operation in the attempt to determine 
the exact nature of this toxic material. His dis¬ 
tinguished assistant, Dr. Distaso, has been over to 
Guy’s Hospital on two occasions for this express 
purpose. There is probably no greater living 
authority on the anaerobic organisms, and I have 
been fortunate enough to be able to discuss this 
subject with him on several occasions. In his 
“ Etudes sur la flore intestinale,” which appear 
in ‘Annales de l’lnstitut Pasteur/October, 1910, 
Metchnikoff publishes the present results of his 
studies on the “Poisons Intestinaux et Scleroses/' 
from which I have abstracted the following state¬ 
ments : 

(1) That in the myriad population of the 
intestinal tract there are at least three anaerobic 
organisms which can produce very virulent 
poisons. 

(2) That these poisons are of the aromatic 
series, and are produced by certain of the intes¬ 
tinal organisms. 

(3) Then the question arose as to the effect of 
these aromatic bodies in the auto-intoxication of 
the individual. In the investigation of this subject 
rabbits were experimentally treated with these 
aromatic bodies, and he has arrived at the con¬ 
clusion that—“ II est done bien permis d’admettre 
que les phenols, en cumulant leur action pendant 
plusieurs mois, sont r£ellemont capables de pro- 
voquer 1’arteriosclerose chez le lapin” ; and further 
on states “ Apres les donnees que nous avons r^unies 
dans ce mtfmoire, ce n’est plus une hypothese, 
mais bien un fait etabli, que certains microbes de 
notre flore intestinale normale (tels le Bacillus 
Welchii et le colibacille) produisent des poisons 
(phenols et indol), resorb^s par la paroi normale 
des intestins et capables d’occasionner des lesions 
graves de nos organes precieux (arteres, foie, reins, 
etc.).” 

This helps us to understand how many of the 
liver, heart, renal, and arterial changes are pro¬ 
duced, and the subject of intestinal auto-intoxica¬ 
tion becomes of the greatest possible interest. 

As regards the mortality of the operation this was 
at first naturally much greater than at the present 
time. It was due very largely to the extreme con- 
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dition of the patients at the time of operation. It I 
has largely been met by the infusion of saline into 
the axillae, preceding the operation as is described 
above. Since June, 1908, that is, during the last 
three years, there have been forty-two cases sub¬ 
jected to operation at Guy’s Hospital, and four of 
them have died. One succumbed under the anaes¬ 
thetic, one died from shock, and two from peri¬ 
tonitis secondary to suppuration in the wound. 
This mortality of 9*5 per cent, is in marked con¬ 
trast to the results of the same operations in Mr. 
Arbuthnot Lane’s private practice, twenty-six cases 
showing a mortality of only one case, /. e . under 4 
per cent., and that due to infection of the perito¬ 
neum by an unsuspected focus of suppuration in 
the abdominal wound. This suppuration, which 
has been the cause of three of the five fatalities, is 
not controlled by the application of frequent exten¬ 
sive fomentations to the entire abdomen. 

Now let us inquire into the condition of the 
patients subsequent to their operation, and listen 
to their stories. 

The headaches, the nausea, the vomiting, the 
cold hands and feet, the mental lassitude are gone. 
The staining of the skin clears up rapidly, and is 
generally one of the first things noticed. The 
patients tell you they move their limbs more easily, 
that the foul taste has gone from their mouth, and ! 
the pain has gone from their legs and back. The 
constipation is in many cases cured, and is in all 
cases easily now under control, requiring only an 
occasional mild aperient. The Sister of the ward j 
tells me she has not yet seen a case that has 
required more than a saline draught to secure a 
daily easy action whilst in the ward. There has 
not yet been a case of diarrhoea following the 
operation. And after periods varying in length up j 
to seven years, if we question and examine these | 
people critically, we find an improvement from the | 
very start, a steady increase of weight, the cystic 
degeneration of the breast has slowly but surely i 
disappeared, and in nearly all the cases the j 
improvement has been such that the patients have 
been returned from a state of chronic invalidism , 
and a state of mental and physical wretchedness 
to the enjoyment of their lives and work again. • 
This condition has been a more marked feature in ; 
the private patient, who has been able to enjoy a * 
period of rest during convalescence, as compared 
to that of the hospital patient, who has usually had 


to resume work in order to earn a living after a 
very brief interval of time. Thus we see that the 
evidences and results of the intestinal auto-intoxicar 
tion commence to disappear from the operation. 

I have purposely left the question of pain to the 
end. In a large number of'cases it is quite gone. 
In some cases it has had to be dealt with subse¬ 
quently, and it will be instructive to consider it in 
more detail. Among these cases which I have 
seen there have been only two in which there has 
not been a very marked improvement, but some of 
the patients still complain of occasional attacks of 
flatulent distension, which are accompanied with 
discomfort or pain. They are relieved by the 
passage of flatus or an action of the bowels. These 
attacks can be controlled by the habitual use 
of pure liquid paraffin, or by a small dose of oL 
ric., or the introduction of an occasional enema. 

Then there is another group in which the cause 
of pain is found to be in the distension of the 
blind ends of the lateral anastomosis, which was 
originally the method adopted, with the result that 
they have become dilated and given rise to trouble. 
It has been necessary then to obliterate these ends 
by operation, and the pain has then disappeared. 
To meet this an end-to-side anastomosis is now 
adopted. The most serious cause of pain has 
been due to the formation of inflammatory adhe¬ 
sions between a loop of small intestine and the 
area in the right iliac fossa, which has been denuded 
of peritoneum by the removal of the caecum. The 
freeing of this adherent loop is followed by a relief 
of the pain. Of course, this subsequent formation 
of adhesions is a feature in all abdominal opera¬ 
tions, and must undoubtedly be met before this or 
any other abdominal section will be followed by 
absolute relief from all pain in all cases. The two 
failures have been due to very general adhesions, 
which have re-formed in spite of persistent efforts 
to relieve them. In some cases in which the colon 
was left it has subsequently become distended, 
given trouble, and required removal. In the 
majority of cases its removal has been followed by 
a complete relief of the symptoms. 

It was interesting to note the condition of things 
in those patients whose abdomens required open¬ 
ing on subsequent occasions. The thinning of the 
intestines which was so noticeable in the previous 
operations was no longer present. The tone had 
much improved. 
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The faecal material was contained in the rectum 
and lower end of the ileum, which was found to be 
much hypertrophied. 

In those cases in which the colon was subse¬ 
quently removed it was found that that viscus 
usually contained a number of greyish, inodorous 
lumps. These lumps were sometimes found in the 
motions of these patients. They appear to be 
collections of a secretion from the mucous mem¬ 
brane of the colon. 

It was interesting to note that the colon had 
not atrophied at all. In most cases the material 
puddles in the rectum and the lower end of the 
ileum, and the motion passed is either formed or 
may be of a softer consistency. 

It is quite clear, then, from these cases that the 
colon is by no means an essential part of the ! 
human anatomy, and the part assigned to it 
physiologically in the absorptive process appears 
to be readily compensated for in the lower end of 
the ileum. - Nearly every one of these patients has 
put on weight and maintained it. The fear that 
these patients would suffer from a fatal diarrhoea 
has proved to be groundless. This is also the case 
with the supposition that they would suffer from 
thirst. In no single case that I have seen has the 
patient after operation evinced any greater desire 
for fluids than after any other operation. I mention 
this as I have seen it stated to the contrary. 

It seems fairly obvious, then, that an ileo- 
colostomy is not so barren of beneficial effects as 
some would apparently have us believe. The 
symptoms of auto intoxication are, without doubt, j 
cleared up by its adoption, and, as far as I could j 
gather from the patients 1 was able to follow up, 
there was no other cause of complaint than pain, 
which I have referred to above. It was interesting 
to note that there was very little trouble in the 
more intelligent patients where ordinary care had 
been observed subsequent to their discharge from 
the hospital. 

I do not wish to convey the opinion that all 
these patients have been brought back to a con¬ 
dition of perfect health. This list includes many 
of the earliest cases, and this brilliant piece of 
pioneer work and observation has been carried on 
on material which might well be considered as 
“ wreckage.” Even a casual glance at the patients 
and their stories shows the desperate nature of 
their conditions, and the results of the treatment 
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to be extraordinarily good. Speaking broadly, I 
take it that the aim and object of any surgicat 
j procedure is to render the individual more efficient, 

1 and to what extent success has been attained in 
these cases must be obvious. The good that this 
1 operation can do thus stands proven beyond all 
question by the facts presented in this series, and 
i I know of no treatment that aims so fundamentally 

i 

i at the cause of the trouble. 

! To those of us who are familiar with this work 
the deductions that have been drawn are of the 
greatest interest and suggest great possibilities. 

This part of the work is to some extent in the 
experimental stage, but already so much promise 
has been held out that its progress will be watched 
with the utmost thoughtfulness. 

Having proven that the symptoms of auto¬ 
intoxication are due to the excessive absorption of 
intestinal, products secondary to a condition of 
[ stasis, the question arose as to the effect of this 
continual absorption on the resistance of the 
individual to bacterial infection. 

It was observed that in a certain number of the 
cases which I have recorded the abdominal wound 
suppurated in a mild degree. This occurred 
whatever precautions were taken and however the 
abdominal wall was shut off. It must be clear to 
those who have watched the technique adopted in 
these operations that there must be another factor 
besides the possibility of the wound having become 
infected at the time of operation. This seemed to 
be due to the lowered resistance of the patient, so 
that an infection from organisms which probably 
exist free in the general peritoneal cavity in these 
cases was rendered much more easy, or to the 
presence of organisms in the blood. 

It is also significant that in some of these cases the 
Bacillus coli and the other organisms which appear 
in the wound have been isolated from the urine 
previous to operative treatment, although Dr. Eyre 
has not been able to demonstrate them in all cases. 

Sir Almroth Wright, to meet this infection 
j through the blood-stream, has suggested that the 
organisms should be isolated from the urine and a 
vaccine made from them employed previous to the 
operation. 

It has been found that the employment of large, 
hot, moist compresses to the entire abdomen has 
materially reduced this wound infection in these 
cases. 
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Interest at first centred on the tuberculous 
patients. It is a matter of everyday experience in 
out patients to see numbers of these people who 
are gradually going downhill in spite of all our 
recent methods of treatment. t 

A careful examination of a number of patients 
affected with chronic tubercular disease shows that 
a large number of them present the physical signs 
which we regard as due to intestinal auto-intoxica¬ 
tion, and it is fair to regard their lowered resisting 
power to tubercle as being consequent on this 
depreciating influence. 

The proposition was made to attempt to raise 
this resisting power of these tuberculous patients 
by relieving them of their auto-intoxication by a 
short-circuiting operation and so to place them in 
a position to deal with their own tubercle bacilli. 

In this connection the great success attending 
the operation of colectomy that was performed on 
the patient, in whom a large mass of tubercular 
glands involved almost the whole of the mesentery 
of the small intestine, afforded the greatest en¬ 
couragement as to what might be expected from 
this line of treatment. 

I do not propose in this paper to deal with tuber 
cular cases in which ileo-colostomy has been per¬ 
formed for this purpose only, but I intend to 
collect the cases that have been so treated, and 
subsequently report them fully. 

It is obvious that there are many other condi¬ 
tions consequent on intestinal auto-intoxication 
besides the infection by tubercular or other orga¬ 
nisms that can be met efficiently by this operative 
procedure. 

Here, too. let me direct attention to Case 17, in 
which a large cystic goitre existed previous to the 
operation. One was quite familiar with the dis¬ 
appearance of the cystic changes in the breast 
subsequent to an ileo-colostomy, but the rapid 
diminution in this goitre was as remarkable as it 
was unexpected. 

It has since been observed that some of these 
patients have presented degenerative changes in 
their thyroid analogous to those in the breast, and 
in one case of extreme auto intoxication from 
chronic intestinal stasis there was a definite history 
of a degenerative condition of the thyroid gland, 
which was followed by the development of carci¬ 
noma in this organ. 

In the paper referred to above, “ The Kink of 
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j the Ileum in Chronic Intestinal Stasis,” we have 
been furnished with the clue to the cause of the 
symptoms of the cases of so-called chronic appen¬ 
dicitis. 

The impairment of the general health, the 
j abdominal discomfort and constipation noticed in 
! these cases, and the disturbance of digestion in the 
I so-called appendicular dyspepsia, are surely signs of 
| partial and definite obstruction to the passage of 
! the intestinal contents. These phenomena are 
| more marked the lower down the alimentary 
i tract the site of obstruction is found, and are 
! shown at their maximum in those cases of delay 
! at the ileo-pelvic colon. No amount of kinking, 
j stricturing, or twisting of the appendix or the 
I presence of any number of concretions could effect 
j this obstruction unless the lumen of the bowel 
were in some way affected so that a delay to the 
j passage of the intestinal contents was produced. 
I This delay is produced by a kink at the ileum, and 
j I have seen this so often as to have no doubt of 
its existence. In one case which presented the 
above symptoms it was definitely shown beyond all 
question by watching the passage of a bismuth 
meal, which collected in the lower part of the ileum 
and took sixteen hours to reach the caecum. 

In a paper which appeared in ‘ Surgery, Gynae- 
| cology and Obstetrics’ for March, 1911, entitled, 

| “The Distension Changes in the Duodenum 
in Chronic Intestinal Stasis,” the same author 
■ demonstrated the effects produced by an obstruc- 
| tion at the duodeno-jejunal flexure. This obstruc¬ 
tion is mainly of static origin, being produced 
! by the pull of the jejunum on this flexure when 
l the patient is in the upright position. The 
i obstruction is at times aggravated by the beginning 
of the jejunum looping over a band which forms 
j on the under-surface of the transverse meso-colon. 

1 These bands are similar in character to those 
I which develop on the under-surface of the xnesen- 
j tery of the ileum and produce the “ ileal kink ” 
already referred to. They arise because of the 
| transmission of the weight of the loaded transverse 
j colon to the spine, and the strain, as in the case of 
. the small intestine, passes through the posterior and 
not through the anterior layer of the mesentery. 
The delay was shown in one case definitely by a 
bismuth meal, which passed the pylorus normally, 

I but took eight hours to get completely through the 
! duodeno-jejunal flexure. Again, here theobserva- 
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tions which Mr. Lane described in that paper have 
since been most fully supplemented by Dr. Jordan. 

This observation explains the causation of the 
changes in the duodenum which lead up to the 
development of ulceration in its wall, and demon¬ 
strates the mode in which these conditions are 
temporarily cured by recumbency, and permanently 
by the anchoring of the jejunum in such a position 
as to render any kinking at the duodeno-jejunal 
flexure impossible by the operation of gastro¬ 
enterostomy. This aperture of communication 
made between the stomach and jejunum thus 
appears to play no part in the alleviation of the 
symptoms produced by distension of the duodenum, 
unless the lumen of this part of the intestine has 
been materially reduced by the cicatrisation of an 
ulcer. 

The association of both duodenal ulcer and 
gastric symptoms with chronic appendicitis has 
often been observed by many writers. All seem 
agreed that this association is only present in a 
certain proportion of cases. Here, then, we 
cannot be dealing with cause and effect, but rather 
with effects produced by a common cause, and 
the explanation of their causation is given by the 
association of two sites of obstruction at different 
positions along the alimentary tract. An ileal kink 
gives the symptoms described as those of chronic 
appendicitis, a kinking at the duodeno-jejunal 
flexure symptoms similar to those of a duodenal 
ulcer. Should these obstructions co-exist we get 
these two effects associated. Similarly a partial 
obstruction at the pyloric end of the stomach gives 
rise to gastric symptoms and even haematemesis. 
It was present in several of the cases below, and a 
definite band was found causing partial obstruction 
at the pylorus. This was freed, and the operation 
was followed by relief of the symptoms. Again, 
then, should a partial obstruction be present at 
both the pyloric end and the end of the ileum we 
get an association of gastric symptoms and chronic 
appendicitis. 

How far this delay to the intestinal contents is 
responsible for various of the kidney affections is 
yet to be determined. 

That it is responsible for those changes in the 
genitourinary tract due to the presence of 
organisms which have either reached the kidney 
through the blood-stream, e. .; r . Bacillus coli , or 
developed in the kidney because of a lowered 


resisting power, e.g. tubercle bacillus, there is little 
or no doubt. That it is an important factor in the 
production of degenerative changes in the walls of 
the heart and vessels and in an increase in the 
intra-vascular tension has been clearly demon¬ 
strated. That many of the renal conditions are 
consequent upon these arterial changes would also 
seem to be exceedingly likely. 

(To be continued .) 
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The Newer Treatment of Gout.— Dr. George 
Meyers considered that gout was a metabolic dis¬ 
order, due, not to proteins as a class, but to one 
particular form of proteins, namely the nucleo- 
proteins. The fault might be due to the ingested 
nucleo-proteins or to those special ferments which 
metabolised them. The gouty deposits in the 
tissues were increased by sodium salts. The treat¬ 
ment, therefore, should consist of the following 
points : 

(1) Avoid the nucleo-proteins. 

(2) Rest or alter the ferments. 

(3) Avoid sodium compounds. 

The first of these requisites was best brought 
about by the use for a few days of a diet free from 
nucleo-proteins, and then establishing a tolerance 
by the gradual addition of nucleo-protein material 
to the diet. The ferments were rested by this 
avoidance of nucleo-proteins. By the use of a salt- 
free diet the amount of ingested sodium was limited. 
When drugs were employed (as for the relief of 
pain, etc.) it was advisable to select strontium or 
potassium salts instead of sodium salts. So, too, 
the mineral waters partaken of should be free from 
sodium, and in this connection it was important 
that great care should be taken in selecting proper 
health resorts to which to send patients. When 
he had finished his paper Dr. Meyers said it would 
have been noticed that nothing was said in regard 
to colchicum. This was because the drug had no 
effect whatever on the disease, its only service 
being in the relief of pain. Radium, however, 
appeared to exert some action on fermentation 
processes, and, therefore, such mineral springs as 
contained this agent in their waters might prove 
useful to the gouty patient.— Med. Record . voj. 
Ixxix, Xo. 18. 
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ON THE SURGICAL TREATMENT 
OF CERTAIN FORMS 
OF OBSTRUCTIVE JAUNDICE.* 

By A. W. MAYO ROBSON, F.R.C.S.Eng., 


The classification adopted by the older physicians, 
who divided jaundice into haematogenous and 
obstructive, is still generally recognised. 

This lecture has no reference to the former class, 
but to those due to mechanical obstruction, and 
more especially to obstruction of the biliary tract 
below the junction of the hepatic and cystic duct 

Other forms of mechanical obstruction within 
the liver, for instance due to hepatic cancer and 
cirrhosis of the liver, are seldom complete, though 
the obstruction is sufficient to cause back-pressure 
leading to jaundice of greater or less severity. 

Obstructions in the hepatic duct external to the 
liver are usually due to similar causes to those 
affecting the common duct, but with the exception 
of gall-stones, jaundice arising in this region can 
seldom be relieved by surgery. 

On the other hand, jaundice due to obstructions 
in the common duct—and these form the greater 
number of cases of obstructive jaundice—are 
capable of relief or cure in a considerable pro¬ 
portion of cases. 

For practical purposes we may say that so f<ir as 
the common duct is concerned, the following 
constitute the causes of a very large percentage of 
cases of obstructive jaundice, where the obstruction 
is in the common bile-duct, and in which, therefore, 
surgical treatment is likely to be of service: 

(1) Gall-stones in the common duct. 

(2) Interstitial pancreatitis. 

(3) Cancer or other tumour of the common bile- 
duct, or of the papilla, or of the duodenum near it. 

(4) Cancer of the head of the pancreas. 

* Delivered at the Medical Graduates* College and 
Polyclinic. 



114 The Clinical Journal.] 


MR. MAYO ROBSON. 


[ May 31, 1911. 


(5) Pressure on the common duct by a large 
gall-stone impacted in the cystic duct near its 
termination. 

There are, of course, other conditions, such as— 

(1) Cicatricial stenosis of the common bile-duct 
from the healing of a duodenal ulcer, or of an ulcer 
in the duct itself; (2) pressure from without, as in 
cancer or ulcer of the pylorus, or in inflammation 
or growth of the lymphatic glands in close 
proximity to the bile-duct; (3) obstruction of the 
common duct by hydatid cysts or hydatid mem¬ 
brane, which have to be borne in mind, but which 
are so rare in their incidence as to be almost a 
negligible quantity. 

In a lecture that I delivered before the North 
London Medico-Chirurgical Society, and which 
was published in the ‘Lancet’ for February 6th, 
1909, as also in others of my published writings, I 
have considered the question of the diagnosis of 
these different causes, which is, of course, of the 
first importance. ; 

Time will not, however, on the present occasion 
allow me to do more than to refer to one or two of | 
the more prominent symptoms which give a clue ! 
to diagnosis. For instance, if there are gall-stones j 
in the common duct there is usually some bile in 
the motions, and though the. motion may be pale 
from the presence of fat, stercobilin can usually be 
discovered by chemical investigation. Moreover, 
with gall-stones there are usually infective cholan¬ 
gitis associated with the characteristic pains followed 
by deepening jaundice and ague-like paroxysms or 
chills, and tenderness with rigidity above and to 
the right of the umbilicus, whereas in cancer of the 
duct or of the head of the pancreas the onset of 
jaundice is usually gradual and painless, with 
absence of tenderness and of infective cholangitis, 
and when jaundice supervenes it becomes absolute, 
there being no stercobilin to be found in the 
motions. 

The presence of an enlarged gall-bladder, 
forming a perceptible tumour, points rather to 
cancer of the pancreas or of the common bile- 
duct than to gall-stones, for in cholelithiasis the 
gall-bladder is usually contracted, and not percep- j 
tible on palpation. 

One of the most serious difficulties arising in 
connection with the diagnosis of diseases of the 
pancreas is the differentiation of the jaundice due 
to cancer of the head of the gland from that 


| occurring in chronic pancreatitis and common 
| duct cholelithiasis. A chemical examination of 
the faeces for stercobilin may in many instances 
afford very considerable assistance and supply 
valuable confirmatory evidence. Obstruction of 
the common duct in most cases of cancer of the 
head of the pancreas, at the time they usually 
come under the observation of the surgeon, is 
generally complete or almost complete, and the 
faeces are therefore free from stercobilin or contain 
but faint traces. In common duct cholelithiasis 
and chronic pancreatitis, on the other hand, it has 
been my experience that the obstruction is rarely 
complete, so that the faeces give a distinct, although 
often subnormal, reaction for stercobilin. In the 
table on p. 214 of the ‘ Pancreas, its Surgery and 
Pathology’ (Mayo Robson and Cammidge), it will 
be seen that twenty-two out of twenty-four cases of 
malignant disease of the pancreas gave no sterco¬ 
bilin reaction, in two traces were found, and in 
one only was there a well-marked reaction. In 
eighteen cases of chronic pancreatitis with jaundice 
and obstruction of the common duct by gall-stones 
there was a well-marked reaction for stercobilin in 
all but six, and in these six, traces were found. 
Stercobilin was also present in the faeces of eight 
cases of common duct cholelithiasis associated 
with jaundice, but without affection of the pancreas, 
in considerable amounts in five, and in small 
| amounts in three. These clinico-chemical investi- 
; gations have all been made in association with 
Dr. Cammidge. 

j Clinically it is often a matter of difficulty to 
differentiate chronic inflammation of the pancreas 
from cancer; but, if the results of a complete 
examination of the urine and feces are considered 
I in conjunction with the history and symptoms, the 
chance of an erroneous diagnosis is materially 
reduced, even in those cases where the spread of 
the growth is giving rise to secondary inflammatory 
changes in the adjacent gland-tissue. In my 
! experience a characteristic “ pancreatic ” reaction 
| in the urine has been associated with evidence of 
disease of the pancreas at operation or autopsy in 
cases where it has been possible to investigate the 
condition of the gland. Confirmatory evidence is 
also afforded by the way in which the reaction 
disappears, in patients who have suffered from 
pancreatitis after steps have been taken to deal 
with the condition by operative means. Evidence 
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is also afforded by the uniform manner in which 
gall-stones in a common duct passing through the 
head of the pancreas have been associated with a 
positive reaction in the urine, whereas when the 
duct has passed behind the pancreas the presence 
of calculi has usually not given rise to any reaction. 

In the very early stages of cancer it is almost 
impossible in some cases to make a certain 
diagnosis between interstitial pancreatitis and 
cancer; the difficulty can only then be cleared 
up by an exploratory operation, which should be 
performed at an early stage. 

Treatment . 

It will be at once manifest that the diagnosis of 
the cause has the utmost bearing on treatment. 
It is quite clear that unless cholelithiasis be the 
cause, surgical treatment can do nothing for the 
relief of jaundice where the cause is above 
the junction of the hepatic and cystic ducts—in 
other words, in the liver and hepatic duct; but 
in the case of gall-stones they can as readily be 
removed from the hepatic duct as from the 
common duct. 

If the obstruction be due to gall-stones in the 
common duct, choledochotomy with subsequent 
drainage of the bile-ducts is indicated. The 
drainage should be performed either through the 
opening in the common duct or through the gall¬ 
bladder, but in most cases the latter is the simpler 
operation, as the fundus of the gall-bladder can be 
made to reach the surface, and the opening in the 
common duct can be closed. If the abdomen 
has not been much soiled, as will be the case 
if proper precautions be taken, drainage of the 
peritoneum will not be necessary. 

Drainage of the bile-passages is of the utmost 
importance, as in all these cases the bile is infected, 
and without drainage the diseased process may 
continue, and give rise to further concretions. 

The operation of choledochotomy as now con¬ 
ducted is a comparatively safe procedure, and in 
an experience of over two hundred operations for 
gall-stones in the common duct the mortality is 
under 3 per cent. It is an operation in which 
experience counts for much, and the oft-quoted 
saying of the ophthalmic surgeon, who remarked 
that he had lost a hatful of eyes before he felt 
himself competent to perform the operation for 


cataract, has a certain application in this class of 
cases. 

If the obstruction be due to an enlargement of 
the head of the pancreas dependent on interstitial 
pancreatitis, it can usually be diagnosed when the 
abdomen is opened by the character of the swell¬ 
ing, which is craggy and nodular in cancer, but 
lobulated and smoother, though possibly hard, in 
interstitial pancreatitis, and by the absence of 
enlargement of the lymphatic glands, or if they 
are enlarged by their being discrete and not massed. 
The bile-ducts must in any case be drained either 
by a cholecystotomy or a cholecyst-enterostomy, 
preferably the latter. 

The disadvantage of a cholecystotomy is that the 
drainage is merely of a temporary character, and in 
some cases of interstitial pancreatitis drainage is 
necessary’ over a long period. A biliary fistula is 
not only extremely inconvenient, but also detri¬ 
mental to health, seeing that while the bile and 
possibly some of the pancreatic fluid are passing 
away through the fistula the patient's digestion is 
considerably interfered with, and the appetite is 
seriously impaired. • 

In such cases, therefore, when the gall-bladder is 
of sufficient size to permit it, I prefer to drain the 
bile into the duodenum or jejunum by a short- 
circuiting operation known as cholecyst-entero¬ 
stomy, which establishes a new channel for the 
bile, removes the jaundice, and by relieving tension 
on the head of the pancreas leads to a subsidence 
of the pancreatitis. 

There are some cases in which even with the 
abdomen opened the hardness of the pancreas 
and the serious condition of the patient may suggest 
to the surgeon that he has to deal with a cancer of 
the head of the gland. Even in such doubtful 
conditions I would recommend drainage to be 
established, if possible by cholecyst-enterostomy, as 
in quite a number of such cases on which I have 
operated, the ultimate issue has been a complete 
and permanent recovery. 

What should be done if the exploration reveals 
cancer of the common bile-duct or of the head of 
the pancreas ? 

In cancer of the common bile-duct too extensive 
for removal, if the gall-bladder is sufficiently 
enlarged I would advise the performance of chole¬ 
cyst-enterostomy either into the duodenum or into 
the jejunum, as this will afford relief to the jaundice 
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with its many sequelae, such as liver complications 
and infection and deterioration of the blood, and 
it will at the same time improve digestion, help 
nutrition, and probably prolong life and make it 
more endurable. 

In undoubted cancer of the pancreas I fear one 
cannot always look for the same improvement as 
in inflammatory obstruction. In many of my cases 
of cancer of the head of the pancreas life has only 
been prolonged for a few months after jaundice 
has supervened. 

To this statement I have to mention some 
exceptions where not only has life been prolonged 
for a year or more, but where health has appa¬ 
rently been regained for a time and the patient has 
appeared to really enjoy the respite granted by a 
short-circuiting operation. 

[Four of these exceptional cases were related, all of 
which had apparently fora time completely regained 
their health ; one lived for fifteen months and died 
of cancer invading the spine directly from the 
original growth; another lived for two years and 
died of cancer of the stomach, the invasion extend¬ 
ing directly from the pancreas; the third lived 
three years and died with complete involvement of 
the whole of the pancreas, as ascertained by an 
exploratory operation two years after the cholecyst- 
enterostomy ; and a fourth where the patient is 
still living, but the cancer has invaded the duo¬ 
denum, as ascertained by an exploratory operation 
performed a year subsequently to the cholecyst- 
enterostomy.] 

As cholecyst-enterostomy is the operation of 
choice in cases of jaundice due to obstruction of 
the common duct in which the obstruction cannot 
be removed, I will describe in detail the operation, 
with its indications and contra-indications, that I 
usually perform. 

Cholecyst-enterostomy consists in establishing an 
artificial opening between the gall-bladder and 
duodenum, jejunum, or colon, preferably the first. 

The indications for the operation are: 

(1) In jaundice due to interstitial pancreatitis. 

(2) In biliary fistula, dependent on stricture or 
other permanent occlusion of the common bile- 
duct. 

(3) In jaundice due to stricture or tumour of the 
common bile-duct. 

(4) In jaundice dependent on cancer of the 
head of the pancreas. 


Contra-indications . 

(1) In any obstruction of the bile-duct, such as 
gall-stones, which can be removed with a reason¬ 
able prospect of success. 

(2) In contracted gall-bladder, in which the 
operation is impracticable. 

(3) In jaundice due to obstruction above the 
junction of the hepatic and cystic ducts. 

Preparation for Operation . 

As in all cases of chronic obstructive jaundice, 
especially when the obstruction is dependent on 
disease of the pancreas, there is a tendency to 
haemorrhage subsequent to operation, it is very 
desirable in operating on these cases to give lactate 
or chloride of calcium for two days previous to 
operation, and to give 5 or 10 grains every other 
day subsequently for the first few days. 

At the time of operation it is also desirable that 
every perceptible bleeding point should be liga¬ 
tured. 

The day before operation an aperient is given, 
so as to have the bowels well moved, and the 
patient is enveloped in cotton-wool before being 
put on the table. 

I now always use a special table in these ^ases, 
which by means of a screw allows a portion of the 
table opposite the liver to be raised, thus pushing 
forward the spine and making the hepatic region 
prominent. This is more convenient than a sand¬ 
bag or cushion, which I originally advocated and 
employed for some years. 

The incision is a vertical one made through the 
inner third of the right rectus sheath, the rectus 
muscle being displaced outward, the posterior 
sheath and peritoneum being then divided together 
in a similar direction to the anterior incision, thus 
avoiding the division of any muscular fibres. If 
needful the incision can be prolonged upwards 
towards the interval between the ensiform cartilage 
and right costal margin. After exploring the bile- 
ducts to ascertain that the cause is not removable, 
the gall-bladder, if tensely distended, is emptied by 
a trocar. The fundus is then seized by curved 
forceps covered with rubber, and the portion of 
bowel selected for anastomosis is brought forward 
and clamped in the same way. 

The intestine to select should either be the 
duodenum in the first or second part, according to 
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which is more accessible, or if the duodenum is 
not available, then the jejunum, which is readily 
found by passing the fingers beneath the transverse 
colon and feeling for the duodeno-jejunal flexure, 
when a point about eighteen inches from it can be 
brought forward and clamped. The two clamped 
viscera are closely apposed, and beneath them is 
placed a gauze swab, the whole area of operation 
being surrounded by sterilised gauze. An anas¬ 
tomosis is then made by two continuous sutures, 
one of Pagenstecher’s thread or thin silk, which 
unites the serous membranes one third of an inch 
away from the point of anastomosis, and another of 
thin chromic catgut which unites the margins of the 
opening between the viscera. I usually make the 
opening about half or three quarters of an inch in 
length. When the union is effected, which can be 
done with very little disturbance of viscera, the 
gauze is removed and the abdomen closed by a 
continuous No. 3 iodised catgut suture, which first 
picks up the peritoneum and posterior aponeurosis, 
and is afterwards continued backwards, picking up 
the anterior aponeurosis until it reaches the point 
of starting. Two or three silkworm gut sutures are 
passed through the skin and the anterior apo¬ 
neurosis and tied quite loosely, these being merely 
precautionary sutures in case of delayed union. 
The skin margins are then brought together by 
Michel's clips. 

Since adopting this method of operating, together 
with the precautionary treatment mentioned, I have 
been very little troubled by the complication of 
post-operative haemorrhage in jaundiced cases. 

It will be noticed that I have mentioned the 
desirability of uniting the jejunum where the duo¬ 
denum is deeply placed and difficult to manipulate, 
and I have done this advisedly, as I do not think 
it is desirable in deeply jaundiced patients to 
mobilise the duodenum, since there is a fear of 
trouble from haemorrhage in such cases, if exten¬ 
sive intra-peritoneal adhesions have to be separated ; 
moreover, this prolongs the time of operation, and 
tends to produce more shock than is desirable in 
this class of cases. 

In my first case of cholecyst-jejunostomy, at 
the same time that I united the jejunum to the gall¬ 
bladder I also short-circuited the loop of jejunum, 
so as to avoid any possibility of kink; and this is 
desirable if the gall-bladder is small, and the jeju¬ 
num in danger of being kinked, but as a routine 


procedure the entero-anastomosis is not absolutely 
necessary. 

In the first case of cholecyst-enterostomy that I 
performed, so far back as 1889, I connected the 
gall-bladder to the colon, and in that case, as also 
in others on which I have operated since, the 
anastomosis has acted very well. It is quite a simple 
matter to connect the gall-bladder to the colon, but 
as I have heard of several cases elsewhere in which 
suppurative cholangitis has occurred subsequent to 
cholecyst-colostomy, and, indeed, suspected it in 
one of my own patients, I no longer think it safe 
to perform cholecyst-colostomy, and cannot recom¬ 
mend it, except in desperate conditions where time 
is a very great object; but even then it is doubt¬ 
ful, as the time saved is quite inconsiderable. 

It has also been suggested, and, in fact, carried 
into practice in a number of cases, to connect the 
gall-bladder to the stomach. Arguing from experi¬ 
mental evidence, as well as from cases that have 
been reported, the bile in the stomach does not 
seem to do much harm * but I cannot think it a 
rational procedure deliberately to drain the bile 
into the stomach when other means are avail¬ 
able, and personally I prefer to connect the gall¬ 
bladder either to the duodenum or jejunum. 

My experience of cholecyst-enterostomy extends 
to eighty operations, nearly all of these having 
been undertaken in patients desperately ill and 
suffering from deep jaundice of some duration. 
Where the cause of the obstruction was simple in 
character the mortality was 4 per cent., whereas in 
malignant cases it was over 40 per cent. 

My practical experience, therefore, bears out 
what I have already stated, that while the operation 
of cholecyst-enterostomy affords a reasonably safe 
and highly satisfactory method of treating mecha¬ 
nical obstructions of the common bile-duct if of 
a simple character, yet, if the disease be malignant, 
the operation can only be of great benefit in 
exceptional cases. 

From the large number of patients I have seen 
suffering from chronic jaundice that had failed 
to yield to medical treatment, and whose lives 1 
feel confident have been saved by operation, I feel 
that I am justified in urging—first, more exhaustive 
diagnostic efforts than are generally adopted in 
trying to elucidate what are usually difficult 
problems ; secondly, as soon as a definite diagnosis 
of mechanical obstruction is made, which reason¬ 
able medical treatment, not too prolonged, has 
failed to relieve, the question of surgical treatment 
should be considered, and at a time before serious 
blood changes Have taken place, and before the 
patient has arrived at that stage in which even 
an exploratory operation can only be undertaken 
at considerable risk. 

May 29 th, 1911. . 1 
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A CLINICAL LECTURE 

ON 

PRURITUS. 

Delivered at the Polyclinic. 

By GEORGE PERNET, M.D. 

Ladies and Gentlemen, —I have not written out 
a paper, because I think if I talk to you about 
pruritus it will be more acceptable to you than 
listening to a set lecture. 

To begin with, I would like to point out that 
pruritus is a symptom which frequently comes 
before dermatologists and before other medical 
men as well. There are very few among you who 
have not had to deal with itching complaints 
without really seeing very much about the skin to 
account for the symptom. On the other hand, 
when there are obvious lesions and scratch marks, 
pointing to a parasitic origin, patients are some¬ 
times told that it will be all right, or in the case of 
children, that they will grow out of it. That is my 
experience in some instances, and it shows that 
pruritus is a symptom that does not always receive 
the attention it certainly deserves. 

As I have said, in pruritus, or in plain English, 
itching, a great point is that you may not see any 
obvious physical signs of a rash. Another point is 
that pruritus is paroxysmal, and that is an important 
feature. The itching does not go on continuously 
but occurs in storms as it were. Very often you 
find that these itching bouts, without visible 
cutaneous signs, occur in neuropathic patients, or 
in those who are mentally active, or who are 
perhaps descended from neuropaths. At the 
International Dermatological Congress in London, 
in 1896, Dr. James C. White, of Boston, stated 
that pruritus was in the United States almost a 
national trait, and that with the beginning of the 
cold season a considerable percentage of the 
population was affected by a more or less general 
pruritus. 

Mixed up with a pruritic or purely itching con¬ 
dition, you often have in these neurotics and 
neuropaths painful pricking and other disagree¬ 
able sensations about the skin, which make the 
lives of these patients a burden to them. They get 
quite demoralised, although there is in many cases 


I nothing, or very little, to be seen on the skin 
1 when they come under observation. It is no 
| use treating such people in a perfunctory way, as is 
too often done, but these cases require going into 
very thoroughly. These patients are really ill, and, 
as in phobic individuals, careful investigation 
is necessary. But this requires time, and much 
patience and perseverance. You may also have to 
deal with people who are mentally alienated, and 
who have hallucinations of itching—a pruritis cerebri 
—and it is very difficult to destroy this obsession. 
In one case a patient in an asylum, who was 
suffering a great deal from itching, accused the 
director of the institution with having placed 
some parasites on him. That case was pooh- 
poohed, and left uninvestigated. But the man 
stuck to his itching, coupled with the idea that 
! the director had put parasites on him, and at last 
| he was carefully examined, with the result that 
1 pediculi were found, though it was not the director 
who had put them there. A wbman used to 
come to the late Dr. Radcliffe-Crocker and me 
some years ago constantly complaining of itching. 

! We examined her very carefully, and could not 
' find any trace of parasites either on her or in 
her clothes—of course, the first thing you must 
do in examining itching cases is to eliminate para- 
; sites. This we thought we had done, and yet 
this patient came again and again complaining 
of itching, with no obvious sign of lesions, 
j One day, however, she brought me something 
wrapped up in a piece of paper—patients often do 
I that; it may be a bit of wool or dirt. Whatever 
| it is it should be examined. I looked at the con- 
I tents, which when magnified revealed a dried-up 
1 pediculus. There was no doubt in this case, 
however, that there was a neurosis of the skin, 
started probably by the pediculi. The woman was 
above the usual hospital patient status, and a 
| distinct neuropath, for adequate treatment directed 
against the pediculosis did not do away with the 
pruritus, which was paroxysmal. It is a common 
| experience that a patient may have pruritus indepen- 
i dently of the scabies after the latter has been 
cured. Patients often go on itching, but this 
itching is due to the treatment by the sulphur 
medication so commonly ordered. In such cases 
you must make them understand the scabies is 
cured. It is best to warn thepi that the itching will 
not cease at once. I have had a good many patients 
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come to me with a great deal of irritation about 
the skin, and this I have usually found to be due 
to overdoing the treatment. That is a prac- . 
tical and important point. I remember a man in j 
whom the itching went on long after the scabies 
was cured. He heard people say he was lousy, 
and so forth. In fact he became subject to auditory | 
hallucinations and ideas of persecution. 

There are some pruritic conditions in which 
there is very little to be seen. Take, for instance, 
pruritis senilis, the old skin in which changes have | 
taken place in the peripheral nerve-ends. 

Again, in pruritus hiemalis, or winter-itching, you j 
see very little as a rule. 

Then when we get on to other causes of pruritus 
we have to consider, in the first place, the skin 
itself, next the blood, and then the nerves. Some¬ 
times patients come to you with very severe itching; 
and again, as I have just mentioned, in pruritus 
senilis, where the skin is extremely tolerant of ; 
scratching, patients come to you with paroxysmal j 
turns of itching, and you see nothing. You should ! 
bear in mind the possibility of tabes. Sometimes 
you may be put on to the track of locomotor I 
ataxia by examining the skin. I have had several j 
cases that have been addicted to morphia or 
opium, and sometimes these cases suffer a great j 
deal from irritation of the skin. If you just order 
a lotion, and thereby allay the irritation, and the 
morphia is still being taken, you do not get on much 
further. It is very important to bear that point 
in mind. Again, there are cocaine and arsenic 
as possible irritants of the skin. I had an example 
of arsenical irritation not long ago. A patient was 
brought to me with a bullous eruption, unilateral, 
and limited to the extremity of the limb, a sort of 
case that should respond to arsenic. I ordered ; 
two or three minims of liquor Fowleri three times 
a day. That patient developed very great itching, | 
not only of the skin but also about the anus—an 
unusual circumstance in my experience. I have j 
a patient who was injected in Germany with “606,’' j 
although the Wassermann was negative, and no j 
symptom of syphilis was present about the case. 
In that patient the skin is irritable and the mucous 
membrane of the mouth uneasy and uncomfortable. 

I do not desire to depreciate the value of salvarsan, 
for certainly it is in selected cases a valuable j 
remedy. But in this particular case it was not ! 
employed, it seems to me, with any sort of valid i 


basis for its use. This patient is very uncom¬ 
fortable, although the injection was done some 
months ago. 

Now as to diagnosis. You must always inves¬ 
tigate a case in a routine manner if you are going 
to do any good in dermatology, otherwise you are 
very apt to “ come a cropper.” In the first place, 
you must eliminate the possibility of an animal 
parasitic origin : the acarus, or one of the pediculi. 
In tropical and sub-tropical countries you must 
also bear in mind other parasites. The next thing 
to do after eliminating animal parasites is to 
examine the urine for anything in the shape of 
sugar or albumen. As a matter of fact there are 
many people with albumen or sugar in the urine 
who itch very much. Always examine the urine: 
that is a sound rule. I have seen cases in which 
itching of the skin was due to glycosuria, albu¬ 
minuria, or renal inadequacy. As a matter of 
fact, in some of these cases the urine had not been 
examined at all. As soon as the general condition 
of the patient improved the pruritic symptoms 
improved too. But the latter do not always go 
immediately, because the skin gets into a bad 
habit of itching, and it is not always easy to allay 
the irritation even after discovering the cause and 
treating it. 

In many of these neuropathic pruritic cases, in 
which you have not only itching, but algias of 
various kinds and other sensations of an unpleasant 
and uncomfortable nature, you may find gout or 
rheumatism, or a tuberculous history. I have 
already spoken about some of these conditions 
being due to drugs, and antipyrin is one of them. 
I have seen cases where the skin has become 
extremely irritable after the patients had taken 
large doses of antipyrin. The worst of it is, that 
the trouble does not always disappear directly the 
antipyrin is stopped; if the organs are rather 
inadequate for eliminating purposes the itching 
may go on for a considerable time. It is often 
paroxysmal and aggravated by exposure and 
changes of temperature. 

In children, for example, I need hardly call 
your attention to a very itching condition which is 
most troublesome, and that is urticaria papulosa. 
In these cases the children itch very much, and 
produce lesions which may be taken for scabies if 
you are not careful in your diagnosis. You may 
also have urticaria factitia, that is, if you pass your 
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nail firmly over the patient’s skin you produce 
linear wheals. In grown-up people food poisoning 
is often responsible for great itching and urticaria 
about the skin. These cases sometimes require 
much perseverance. But you must go on working 
away and trying to find out all the facts of the case 
in order to do the best you can for the patient. 

There is a disease which is accompanied by 
itching, viz. prurigo. It was described by an English 
dermatologist, Willan, a good many years ago, but 
the type he described was mild as compared with 
the prurigo which Hebra observed in Vienna. 
The first is called prurigo mitis, and the other 
prurigo ferox. The disease begins with pruritus 
pure and simple. It appears to be a neurosis to 
commence with, and then scratching leads to 
papules, pustules, crusts, etc. In this complaint 
you have to look for these papules in their early 
stage, as they are pale at first. You get secondary 
infection, due to inoculation by scratching with 
the nails. This sort of case wants very careful 
looking into. But there is no doubt about it that 
the neurosis is the beginning of the trouble. That 
was the view of Dr. Payne, who died recently, and 
it is the right one. Be careful not to mix up the 
two terms, “pruritus” and “prurigo.” Prurigo is 
a regular disease; pruritus merely means itching. 
Jacquet, of Paris, demonstrated the neurotic origin 
of this disease by wrapping up one limb, hermeti¬ 
cally, leaving the corresponding limb exposed. 
When this was done the itching and the papules 
disappeared from the covered part, and all became 
quite smooth and normal. But the other leg or 
arm, which was left exposed, continued to itch and 
to present lesions. 

Apart from prurigo, which is practically a disease 
of children, there is another kind of prurigo in 
adults, which Besnier called prurigo diathisique. 
Patients in this condition have hardly any respite 
from the itching symptoms. Moreover, papules 
and pustules are produced, exaggerated by auto¬ 
inoculation by the nails. Furunculosis may also 
develop. 

The trouble is no doubt of neuropathic origin, 
associated probably with intestinal intoxications. 
But I do not think the latter are sufficient to 
produce it unless there be a nervous predisposition 
or make up. Intestinal toxaemias are common, 
but this prurigo of adults is fortunately rare. This 
diathetic prurigo is extremely distressing and very 


j difficult to treat. You may treat it with intestinal 
| disinfectants and do all you can in that direction, 
and not get rid of it. Tobacco, alcohol, coffee, 
and things of that sort no doubt add fuel to the 
! fire and make matters worse. The condition 
I being so obstinate, Thibierge and Ravaut in Paris 
tried what lumbar puncture would do for it, and 
although the results were not very satisfactory, yet 
that treatment did in some instances give a certain 
amount of relief. Other modes of treatment, as a 
rule, are not satisfactory unless you get the patients 
under control and keep them in bed. Then you 
might have a chance of relieving them more 
efficiently, but such patients may otherwise feel 
fairly fit, and will not be confined to bed. 

Another condition in which itching plays a very 
great part is the condition called dermatitis herpeti¬ 
formis. In these cases you may have associated 
with the itching those painful sensations that I 
have mentioned. In fact Brocq, of Paris, applies 
the term “ douloureux ” to these conditions. Yet 
itching may exceptionally not be present, as in the 
case of a boy with decided dermatitis herpeti¬ 
formis following varicella. 

Another condition in which itching is a pro¬ 
minent symptom, and a most trying one for the 
patient, is acute lichen planus. In addition to 
itching, painful sensations may be present. One 
case that I had under observation not long ago 
was accompanied by extreme pain in the skin 
apart from the itching. Local applications do a 
certain amount of good. But in some cases local 
and general treatment hang fire. A good line of 
treatment is lumbar puncture. There is no doubt 
that drawing off six drachms or so of cerebro-spinal 
fluid does have a good effect on itching skin. It 
was Thibierge and Ravaut, of Paris, who found 
this out incidentally. They thought they would 
examine the cerebro-spinal fluid of patients of this 
type, and to their surprise all the itching subsided. 
So they tried lumbar puncture in other cases as a 
matter of routine, and with generally a similar 
good effect. In a man recently under my care the 
itching was maddening. Lumbar puncture was 
done in that case, and I may say that after that the 
itching disappeared. He has.done very well. But 
the point in acute lichen planus is not to wait too 
long before doing lumbar puncture. The longer 
the puncture is delayed the less likely the good 
result. But there is no doubt that if it is done at 
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an early stage you stand a very good chance not 
only of abolishing the symptom of itching, which is 
so distressing, but from that time on, the rash which 
was coming out will begin to subside and the 
patient in due course recover. 

With regard to syphilides, it is stated that they 
never itch. This is not quite true. Occasionally 
syphilides do itch. Therefore the fact that a rash 
itches does not necessarily exclude syphilis. Bear 
in mind, however, that scabies and syphilis are 
not infrequently associated, especially in hospital 
practice. 

I desire to draw your attention now to pre- 
mycosic itching. An eczematous-looking or red¬ 
dened skin, in which the itching does not give 
way to treatment, and which is of long duration, 
should make you think of the early stage—that is, 
before tumour formation—of mycosis fungoides. 

Another condition which is the bane of the 
existence of a good many people is pruritus ani. I 
am not going to give you the formulae of all the 
ointments and lotions which have been and are 
recommended. That would be puerile. Pruritus 
ani is often mixed up with other conditions, and 
although it is all very well to attend to the local 
conditions, yet many of these cases require general 
treatment, especially from the point of view of the 
liver. Needless to add that the urine should be 
examined. Of course local applications are very 
important and valuable, but very often some of 
them only keep the trouble going. You must try 
to treat the patient as a whole. Hundreds of 
things have been recommended for pruritus ani, 
including surgery, cauterisation, high frequency, 
X-rays and so forth. Surgeons say they can 
cure this disease, and they have had a turn at 
it, and then after a time the trouble all comes 
back and the patient is as bad as, or worse than 
ever. 

In connection with pruritus ani there is a point 
that I think is little known, that is, the possibility 
of commencing tabes. In some of these cases it is 
a very early sign of locomotor ataxia. Sometimes ! 
intra-muscular injections of mercury have done 
these cases good where local applications have 
failed on account of the specific causation. I j 
believe that lumbar puncture might relieve resistant 
pruritus ani cases, but I have not had an oppor¬ 
tunity of verifying this. 

There are two other diseases in which itching , 


may be a prominent symptom, viz. Hodgkin’s 
disease, and, again, Graves’s disease. 

As to treatment, I am not going to give you a 
long list of drugs and prescriptions. What I should 
like to insist upon is the fact that in prurigo in 
children you can do a great deal by wrapping up 
the limbs ; that in acute generalized lichen planus 
and in certain cases of Chronic prurigo-like con¬ 
ditions {prurigo diathesique of Besnier) you may 
be able to do good by that same mode of treat¬ 
ment, especially in cases of generalized acute 
lichen planus in the quite early stages. In neuro¬ 
pathic cases of itching of the skin hot and cold needle 
douches up and down the spine are useful. In 
addition to that there are, of course, high-frequency 
currents. Sometimes they do good, and sometimes 
not. The X-rays sometimes do good in pruritus 
ani complicated by eczema. 

May 29 th, 1911. 

A STUDY OF THE LIFE-HISTORIES OF 
FIFTY CASES OF CHRONIC INTESTINAL 
| STASIS TREATED BY SHORT-CIRCUIT¬ 
ING OR COLECTOMY. 

By HAROLD CHAPPLE, M.A., M.B., B.C.Cantab., 
B.Sc., F.R.C.S.Eng. 

! {Continued from p. 112.) 

Group A.—Cases. 

Case i. — L.W—, get. 27 years, female nurse, was 
; sent up by the medical superintendent of the hospital 
j to which she was attached with the story that she 
had suffered for many years from chronic constipa¬ 
tion, for which all remedies had been tried. The 
constipation was accompanied by very marked 
abdominal pain, frequent severe headaches. She 
quite often vomited, had an almost constant foul 
taste in her mouth, and noticed that she very easily 
tired and maintained no interest in anything. This 
feeling of incapability and abdominal pain had 
made her an invalid, and she was quite unable to 
perform her duties as a nurse. 

Her weight at this time went down steadily to 
119 lb. 

On admission her abdomen was distended and 
tender along the colon. Her lips, etc., were 
anaemic, and her skin had a waxy appearance with 
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a superadded brownish staining which was most 
marked under the eyes, in the axillae, groins, etc. 

Any bending movement was productive of great 
pain. 

Cystic changes were well marked in both 
breasts and especially in the outer side of the 
left breast. 

Her appetite was very poor. 

In June, 1904, a right nephrorrhaphy was per¬ 
formed, but only temporary relief was afforded and 
soon the pain returned. 

In October, 1904, an ileo-colostomy was per¬ 
formed. 

I saw her on February 16th, 19n, and she says 
that she was able to resume her duties as a nurse in 
July, 1905, and has had very hard work since. 

Her headaches are almost completely gone. 
She says she has one every three months. The 
bowels act regularly and easily, requiring merely an 
occasional purge. She has no abdominal pain at all. 

There is present at intervals some tenderness 
over the area of the anastomosis. 

The vomiting has quite ceased. 

Her weight is now 147 lb. She has quite lost 
her feeling of lassitude and inability. 

She follows the usual routine of the nurses at 
her hospital and says that she now feels perfectly 
well in every way. 

Her friends have remarked on the change in her 
colour and her appearance generally. 

On examination her skin is perfectly clear 
and is of a pale pinkish tint. There is no staining. 
The abdomen is quite supple and there is no 
tenderness present now. 

The breasts are perfectly free from any obvious 
sign of cystic change, and the area to which she 
directed my attention as having contained the 
most obvious “lumps” was now quite free. Indeed 
she looks extremely well and is very pleased with 
her condition. 

Case 2.—A. S—, female, aet. 27 years, nurse, 
single, was admitted because she had not been 
able to do any nursing for three and a half years 
on account of attacks of abdominal pain which 
were referred to the left side of the abdomen. She 
had suffered from some degree of constipation for 
some years, but during the last three years it had 
become most marked, and for the two years 
previous to admission she had been absolutely 
dependent on purgatives and enemata for an action 


of her bowels. During that period such an action 
was attended always with pain, and she says that 
an enema caused almost unbearable pain. 

She suffered from attacks of dizziness. Her 
circulation was poor, and cold hands and feet were 
a source of discomfort to her. She had been 
losing weight steadily for two and a half years. 

She suffered from frequent headaches, her 
appetite was quite gone, and she had frequent 
attacks of nausea, but had only vomited on two 
occasions, and there was no haematemesis. 
Gradually mental efforts had become more and 
more impossible, and she had arrived at a state 
of marked lassitude and mental inability. 

As regards the pain she was quite convinced that 
she had appendicitis. The attacks at first came on 
about once a fortnight, but in the last six months 
she had had as many as seven in a day. She was 
quite sure that the attacks came on when she 
stood up, and she did not get them in the morning 
before rising. 

She had been seen two years previous to 
admission, and even then her condition was 
regarded as sufficiently serious to warrant surgical 
interference, but it was agreed that she should 
have two years more of medical treatment, and 
this she had in the able hands of an eminent 
London physician. She was treated with diet, 
massage, enemata, purgatives, etc., but no improve¬ 
ment was made. 

On admission was a thin, wasted, sallow-faced 
woman, with definite staining of the skin, and she 
looked older than her years. She was having a 
very definite attack of acute abdominal pain—this 
lasted nearly an hour. No peristalsis was visible, 
but the abdomen was much distended. Palpation 
of the abdomen after the attack revealed it to be 
definitely tender, especially along the colon. This 
viscus was definitely palpable, and the usual 
condition found. Nothing else abnormal was to 
be made out. 

Cystic degeneration of both breasts was most 
marked. 

Her tongue was slightly furred. Her hands and 
feet were cold. 

The enema given confirmed her story as regards 
the pain produced by an injection, for subsequent 
to its introduction she lay almost prostrate. It 
was returned, but contained no faecal matter. It 
relieved the abdominal distension. 
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Urine contained nothing abnormal. 1 

Her weight was 92 lb. 

In August, 1909, the abdomen was opened- 
The caecum and loop of the transverse colon 
were found in the pelvis. The splenic flexure was 
firmly fixed by adhesions, and its removal was 
attended with difficulty. The caecum and sigmoid 
were also firmly tied down. The ileum was put 
into the pelvic colon by a lateral anastomosis, and 
the colon removed to that point. 

The convalescence was interrupted by the 
development of Bacilli coli communis in the urine— 
these were successfully treated by vaccines. The 
wound suppurated, and this, too, was found to 
contain the Bacillus coli communis. It rapidly 
.healed under treatment. 

She was discharged markedly improved. Her 
bladder trouble had cleared up. Her bowels 
acted easily, and her general condition was very 1 
much better. 

I saw her on January 24th, 1911. She was now 
a rosy-cheeked, full-faced woman, with all her skin 
staining gone. Her weight is now 115 lb. She 
cannot adequately express her gratitude. She is 
now quite able to do her work. She rarely has 
had any pain in the last nine months, but has had 
a very occasional attack of distension, with some 
flatulence and some slight discomfort. She says 
that this is so slight compared with what she had 
previously had that she absolutely neglects it, and 
she has not had an attack of any sort for nine weeks. 

Her bowels act quite regularly with paraffin. 
Her cold feet and hands are practically gone. She | 
never has a headache. The attacks of dizziness | 
are now quite gone. 

The cystic changes in her breasts have almost 
disappeared. She says that whereas before her 
operation she felt quite bored with life, and had 
quite lost interest, she now feels “just splendid,” 1 
and is quite able to resume her daily duties and 
enjoy her life. 

Case 3.—Mrs. B—, aet. 42 years, married, four 
children, was admitted on June 23rd, 1909, with 
the story that for some years she had suffered from 
occasional attacks of acute abdominal pain , referred 
mainly to the middle of the abdomen below the 
umbilicus. An acute attack would last for some 
hours, and be relieved by vomiting. As far as she 
could tell the pain was of irregular incidence, and 
fiad no connection with the taking of food, but it 


was brought on by exercise, so that she never 
could walk any distance. It was always absent 
when she assumed the horizontal position. During 
the four years previous to admission the attacks of 
pain had so increased in frequency and severity as 
to be almost constant, and were “ simply dreadful.” 
The pain had no connection with menstruation, 
but she says that she had felt much better during 
her last pregnancy. After the child was born the 
pain returned. 

There was no noticeable affection of menstrua¬ 
tion. She had frequent bad headaches, and these 
were definitely associated with an attack of consti¬ 
pation. She had lost her appetite almost completely. 
She had lost weight quite markedly. She had 
suffered for years from attacks of constipation, 
which alternated at times with attacks of diarrhoea. 
During the last two years she had noticed a con¬ 
stant feeling of lassitude and mental inactivity, which 
progressed to such a stage that she felt she was 
simply “dragging along anyhow, and had very 
little interest in anything.” She had been treated 
medically for some years, during which time she had 
on various occasions seen two eminent physicians, 
who had diagnosed “ floating kidney,” “ general 
enteroptosis,” and “ biliary colic.” One surgeon 
had advised her to have her right kidney fixed. 

On admission she was observed to be a thin, 
sallow-faced woman, with a markedly inelastic skin. 
There was marked staining under the eyes and in 
the axillae. Her hands and feet were cold, her 
tongue was furred. On abdominal palpation the 
caecum was felt, abnormally fixed, distended and 
tender. The transverse colon was also palpable, 
V-shaped, with the apex of the V being, with the 
caecum, over the brim of the pelvis. The sigmoid 
was a straight tube, and fixed. It, too, was tender 
on palpation. The kidneys were palpable, and 
there was a general enteroptosis. She was in a 
very low condition indeed. 

July 18th, 1909: The abdomen was opened. 
The ascending colon, caecum, etc., and the lower 
end of the small intestine were found tied down 
with a mass of dense adhesions. Tubercular 
peritonitis was present. The ileum was divided, 
and a lateral anastomosis performed with the upper 
portion of the rectum, and the caecum, ascending, 
transverse and descending portions of the colon 
removed with the lower two feet of the ileum. The 
patient was in such a low condition that during her 
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convalescence the wound suppurated, and she 
developed a bed-sore. j 

October 13th, 1909: She was discharged, the j 
bed-sore having healed, but she had not by any 
means recovered the lost ground, and both she and 
the husband were quite pessimistic as to the result. 
Nevertheless, she was distinctly on the up grade. I 
saw her on January 24th, 1911. The change was ! 
remarkable—she looked well, had a healthy colour, 
was much fuller in the face, her skin was clear, and 
the sallow look had gone. She says her appetite 
is tremendous; she has put on over 28 lb. in 
weight; she has an occasional pain, with an attack 
of flatulence. This is eased by an action of the 
bowels or the passage of flatus. Her headaches 
have gone ; she sleeps well, and is now quite able 
to do her own housework. She confesses that she 
left the ward sharing with her husband a pessi¬ 
mistic view as to the future. But she now feels 
“miles better,” and says her life is certainly worth 
living. Her bowels require only an occasional 
purgative. Occasional pain is a mere nothing to 
what she had previously had. On further inquiry, 
she has had no pain of any sort during the last I 
four months, with the exception of one attack which 
followed the eating of a green apple. 

Case 4.—E. B—, aet. 29 years, female, single, 
was admitted for abdominal pain and constipation. 

A letter from her doctor stated that she had 
suffered for many years from chronic constipation. 
That she had been treated with massage, Swedish 
exercises, diet, drugs, enemata, etc., but the con¬ 
dition had, nevertheless, progressed, and in the 
last year she had been quite dependent on purga¬ 
tives. 

She was neurotic, but this had come on since the 
bowel trouble began. 

The patient’s story was that she had had two 
attacks of jaundice, one when a child, the other eight 1 
years previous to admission, but no cause was known 1 
lor either attack. 

That she had suffered from constipation since 
childhood, and that latterly medicine had had no 
control on it at all. A bowel action was not 
accompanied by pain. 

As regards her abdominal pain it was originally I 
chiefly in the right side of the abdomen, high up, 
but she now also felt it in the left side. It was 
aggravated by the taking of food. 

On its account she used to want to lie down 


always, as if she assumed the erect attitude disten¬ 
sion of her abdomen was noticeable and the pain 
got worse. The pain had become very bad bu-t 
never unbearable. 

She had suffered from headaches for a long time, 
and these lately had become almost chronic and 
were most distressing. She had vomited often* 
and said that this was most likely to come on in 
the early mornings. 

She had suffered no discomfort from cold hands 
and feet. She had noticed that her tongue had 
been furred for some months, and that she had 
constantly a horrid taste in her mouth ; this had 
been unsuccessfully treated by a dentist. Menstrua¬ 
tion had always been regular. 

For the last twelve months she had passed mucus 
per rectum. During the last few months she had 
noticed that she was fagged out by mid-day, and 
had been forced to give up her work for eight 
months. 

She had found that her best diet was “slops,” 
and if she ever took any fruit or meat it was at 
once followed by nausea, and in about fifteen 
minutes by definite epigastric pain. 

On admission was a dark-haired girl with marked 
staining under the eyes, in the axillae, the abdominal 
wall, etc. • 

She is not in any pain, but abdominal palpation 
is painful. The colon can be mapped out, and 
the caecum is obviously in the pelvis. The sigmoid 
is not bound down as a straight tube. Nothing can 
be detected by rectal examination. 

The upper and outer quadrants of both breasts 
are definitely “ lumpy.” 

The tongue is furred. 

On November 25th, 1909, the abdomen was 
opened. 

The sigmoid was found looped, and the ends of 
the limbs of the loop were firmly tied by adhesions. 
The loop was much distended and elongated. The 
pcaecum lay wholly in the pelvis ; the appendix was 
not held up by adhesions. The left ovary was not 
involved. The end of the ileum was tightly kinked 
by adhesions, and the small intestine was somewhat 
dilated. 

A lateral anastomosis was performed between the 
end of the ileum and the pelvic colon below the loop. 

In the course of her convalescence the wound 
suppurated, but was treated successfully by 
vaccines. 
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After the operation she suffered from definite 
left-sided abdominal pain. 

I saw her on January 19th, 1911. She looked 
very much improved. Her colour was most 
markedly improved, and she was much fuller in 
the face. She now weighs 132 lb. Her bowels 
act easily, requiring an occasional dose of medicine. 
She has been back at work for five months. She 
gets occasional attacks of flatulence, distension, and 
abdominal pain. 

The cystic changes in her breasts have dis¬ 
appeared. 

Abdominal palpation is somewhat tender over 
the area of the anastomosis, and there is some 
distension. 

She has passed no mucus for five months. 

She feels very much better, and certainly looks 
it. Her only trouble now is that she gets attacks 
of distension and flatulence, and these are accom¬ 
panied with abdominal pain. She may have one 
such attack a month. 

Case 5.—Mrs. J—, aet. 27 years, was sent up 
for persistent and long-continued haematemesis 
six months previous to the operation. Seven years 
previously she had had a “ bilious attack ” with 
violent vomiting and abdominal pain. Since then 
she had been very constipated and vomited fre¬ 
quently. Her bowels had been unopened for a 
month at a time and she was quite dependent on 
purgatives and enemata. The use of these latter 
was accompanied by very great pain. She had 
suffered for a long time from cold, damp hands 
and feet. She had done no work for about six years 
and felt as if she just wanted to lie down and never 
get up again. She was rapidly losing weight. 

She had been treated medically at several of the 
London hospitals and had been an in patient for 
gastric ulcer on six separate occasions. She had 
taken no solid food for two years. 

On admission .—She is weak and depressed. Her 
skin staining is most marked and she is almost the 
colour of an Indian. She is fairly comfortable 
when lying down but pain and sickness return on 
standing. Her hands and feet are very cold. She 
is sick after every meal. Her weight in August, 
1908, was 119 lb. It is now 86 lb. 

On August 12th, 1909, colectomy was performed 
and an ileo-colosiomy. There was no gastric ulcer 
present. 

The most striking change immediately after the 


operation was the rapid loss of staining, and in four 
days she was nearly normal again. 

She was discharged with her bowels acting well 
and quite able to take solid food. The vomiting 
had ceased and she was very much improved. 

She was seen again on January 19th, 1910, and 
was much improved. Her appetite was good. She 
was putting on weight and her bowels acted regularly. 

In July, 1910, she felt very much better and had 
got on splendidly. She had married in May, 1909, 
and her husband thought she had done marvel¬ 
lously. Her weight had gone up to 117 lb. 

In August, 1910, she had a miscarriage and was 
in bed for three weeks, and since then has not been 
so well. 

She menstruated last ? in October, 1910, and she 
has had some pain since. I saw her in January, 
1911 ; her bowels still act regularly, but she has 
some attacks of abdominal pain. She says that if 
it were not for these attacks she would feel per¬ 
fectly fit. She had a ventral fixation of the uterus 
peformed in 1907 for the abdominal pain and 
the cause of the pain seems to be a question of 
pregnancy. 

Case 6.—M. B—, female, single, aet. 43 years, 
a nurse, had enjoyed “good health” until April, 
1892, when she had an attack of acute appendicitis. 
From then until 1900 she had had repeated attacks 
of severe abdominal pain with sickness and con¬ 
stipation. 

In November, 1900, her appendix was removed, 
but the attacks of pain and sickness soon recurred 
and the constipation was still obstinate. From 
thence on till 1905 she had repeated attacks of 
abdominal pain, sickness, and obstinate constipa¬ 
tion, and some attacks of membranous colitis. 

In June, 1905, her right kidney was stitched up. 
This relieved the symptoms for a short time, but 
the abdominal pain returned in greater severity 
and was increased after food or exercise. These 
attacks now recurred with greater frequency and 
the constipation became extreme. There was 
marked tenderness of the abdomen. Vomiting 
increased, and on several occasions there was 
blood in the vomit. She lost weight, which fell to 
8 9 i lb. 

At the end of September, 1906, she became 
very ill and was forced to keep to her bed, and the 
wasting and loss of strength became pronounced. 
At this time enemata and purgatives lost all effect. 
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She had as many as four enemata a day. These 
caused very great pain and produced no action. 
She had gone sixteen days without an action 
despite daily purgatives and enemata. 

Her skin became very dark and dirty. In May, 
1907, she had been in bed eight months and lay 
for two or three days at a time in a sort of semi¬ 
conscious state, and was so ill that it was feared 
that removal to hospital was impossible. 

She was admitted in May, 1907, the ileum cut 
through and laterally anastomosed to the rectum, 
and the colon was excised as far as the splenic 
flexure. 

She was readmitted in January, 1908, and some 
adhesions to the cicatrix were broken down and 
the bowel freed. 

I saw her on January 31st, 1911, and she said 
that her general health had greatly improved in 
every way. 

Her weight was now 105 lb. Her appetite had 
returned. She has returned to her work as a 
nurse. The vomiting had ceased. The action of 
her bowels was enormously improved and only 
required an occasional purgative. Her colour 
now is quite good. 

On examination her only trouble is slight tender¬ 
ness and abdominal pain over the region of her 
anastomosis. This she says is quite trifling com¬ 
pared to the pain she once suffered from. She 
gets occasional attacks of flatulent distension and 
pain. She has not had an attack for quite a 
month. 

On February 6th she was given a bismuth meal at 
8 a.m. At 4 p.m. it had passed through the small 
intestine and collected in the rectum. 

On February 7th at 2 p.m. there was still some 
bismuth in the rectum. 

A slight action of the bowel this morning showed 
a small quantity of bismuth in the motion. 

Case 7.—Mrs. B—, aet. 55 years, had been con¬ 
stipated for years. It had become much worse 
recently, and she had frequently gone a fortnight 
without any action of her bowels despite the fact 
that she took some purgative every evening. The 
effect of purgatives was to make her retch and then 
vomit and then the bowels would act. 

Enemata were extremely painful and not always 
efficient. Before admission the bowels did not act 
at all for nearly four weeks and she was constantly 
vomiting a very foul material. 


She had suffered from headaches for several 
years. Her weight had gone down to 84 lb. She 
suffered from a constant pain in the lumbar region, 
and when the bowels acted this pain was extreme. 
The colour of her skin she describes as “ mahogany.” 
She had for some years had a foul taste in her mouth 
and her hands and feet were always cold. Men¬ 
struation ceased at forty-four. Her periods had 
never been regular. 

For twelve months previous to admission she 
had struggled on to manage her house. She had 
been confined to bed for six weeks previous to 
admission because of the constant vomiting, which 
became “ very foul ”—? faecal. 

On admission she was considered too ill and too 
feeble for any surgical treatment to be possible. 
However, she begged for something to be done, 
so on June 24th, 1907, her abdomen was opened, 
the ileum was divided and put into the rectum, 
adhesions found between the pylorus and liver 
were broken down. The stomach was noticed to 
be dilated and the small intestines very thin. 

She was discharged on July 25th with her pig¬ 
mentation gone. Headache, vomiting gone. 
Enjoys her meals and says she feels a new 
woman. 

I saw her January 30th, 1911. The most 
noticeable feature was her skin, which in colour 
and appearance would have done very well for a 
young woman of twenty-five. It was quite clear, 
pinkish, and soft. She says that her bowels act 
regularly. There is no pain at all when they act. 
The headaches are gone. She now weighs 112 lb. 
Her appetite is splendid. She notices the differ¬ 
ence in the colour of her skin. 

For the first few weeks after the operation she 
suffered from some flatulence, but this has pro¬ 
gressively improved and she has had none for the 
last eighteen months. She says she has nothing 
to complain of at all and feels better than she has 
done for years. She is now able to do everything 
necessary to manage her home and works in her 
husband’s parish just as any one else would do. 

On examination her abdomen is quite supple 
and not tender. The colon is easily palpable and 
| contains collections of faecal material, which, how¬ 
ever, cause no inconvenience of any sort. 

Case 8.—P. S—, female, set. 24 years, had 
suffered for years from extreme constipation, with 
severe abdominal pains. She used to vomit every 
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other day, and was never without a headache. In 
spite of purgatives and enemata her bowels would j 
remain confined for ten days. j 

Previous to her first operation, i. e. in August, 
1906, she had lost weight markedly. In April, 
1905, she weighed 116 lb., in August, 1906, 841b., 
and she was going downhill fast. She had been 
treated for twelve months previous to operation 
with massage and dieting, and drugs, but no good 
resulted. Her skin was a “ dreadful colour,” being I 
quite dark and dirty. She had been unable to do 1 
any work for two years previous to her operation, [ 
having been an invalid. In September, 1906, an i 
ileo-colostomy was performed. In February, 1907, 
the colon was removed to the splenic flexure. In , 
May, 1907, she was much stronger and fatter, | 
having put on 14 lb. in weight. She has no pain 
in the abdomen, and has not been sick since her 
colon was removed. Her bowels act regularly j 
with the help of an aperient, and she is able to do 
housework. 

In July, 1907, she developed some pain above 
the umbilicus, and it was necessary to open the 
abdomen, and a loop of small bowel was found tied 
down so as to produce a partial obstruction. This i 
operation gave complete relief. In February, 1909, | 
another coil became adherent, and this was freed. 
For some reason a coil of intestine opened into | 
the abdominal wound, and a faecal fistula formed. ! 

In February, 1911, she looks clear-skinned and 
well. She has put on much flesh, and feels splen¬ 
did. Her great trouble is that the faecal fistula has 
not closed, and is a source of great inconvenience. 
This has, of course, rendered her a cripple, but 
her general health apart from this is very good. 

Case 9.—Mrs. P—, aet. 44 years, four children, 
had been constipated for many years, and this had 
become very marked for three years, so that she 
became quite dependent on medicines. For the 
nine months previous to her operation she had 
injected one quart of sweet oil every night. This 
produced very little effect, and the pain accompany¬ 
ing an action of her bowels was very great. 

She had suffered from frequent headaches for 
years, and latterly these had became almost 
constant. 

She suffered from attacks of abdominal disten¬ 
sion, which had on very many occasions demanded 
the removal of her corsets. Her skin had become 
“ sallow.” Quite frequently the attacks of disten¬ 


sion and pain had been followed by vomiting. 
Her appetite quite went, and she had an almost 
constant horrid taste in her mouth. She felt tired, 
languid and lazy practically all day long. During 
the nine months previous to her operation the 
abdominal pain had become almost continuous, 
and this, with the frequent vomiting and general 
feeling of inability to do anything, had made life 
quite impossible, and she was dying. She had had 
every conceivable form of medical treatment. She 
was seen with a distinguished obstetric physician, 
and in December, 1905, the colon was removed to 
the splenic flexure, and the ileum connected to the 
sigmoid. 

I saw her on February 1st, 1911 (six years after 
her operation), and her statement is “that she 
feels wonderfully well.” The headaches, the vomit¬ 
ing, the abdominal pain, were quite gone. Apart 
from a little flatulence she has never felt anything 
wrong. Her bowels require only an occasional 
purge. Since last August she has had three bad 
attacks of abdominal pain, with vomiting. On 
examination the upper blind end of the sigmoid 
loop of the anastomosis is felt distended. This 
explains her pain. As she says, apart from this 
pain, which is really nothing after what she had 
suffered, she is perfectly well. 

She has put on 14 lb. since the operation, and 
looks very well. Her skin is clear, and a good 
colour. She can now walk about and enjoy life. 

In confirmation of the above statement, her 
doctor writes : “Her general health is really wonder¬ 
fully good, and she looks the picture of health, 

[ and is marvellously well. With ordinary care she 
I is comfortable and happy, and her life is agree 
! able to her, instead of unbearable, as it was before 
I her operation. 

! Case 10.—E.E—, female, single, ast. 32 years, had 
suffered from constipation since childhood. This 
had become progressively worse, so that in the end 
she would go a fortnight without any action of her 
bowels, in spite of castor oil and enemata. The 
use of these enemata was accompanied by great pain. 

Her colour was very dirty. Her appetite was 
gone. She used to get her abdomen distended, 
and this was followed by .vomiting. For some 
years she had had bad headaches, and towards the 
end had them almost all day. 

The pain at the end was of a very severe, 
colicky nature, and doubled her up. It became 
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very frequent, and latterly she had had several 
attacks in a week. 

She became markedly wasted, and felt “ just 
dreadful,” and was quite disinclined to go on as 
she was. In 1900 the appendix was removed for 
pain in and about the caecum. This was followed 
by temporary relief for a few months. She 
remained constantly under medical treatment from 
then onwards. 

She was re-admitted in 1902 for very acute pains 
in the right iliac fossa. This was accompanied by 
frequent vomiting, but no haematemesis. 

Again admitted in 1903 with extreme con¬ 
stipation, and an extensive operation performed to 
free the caecum and hepatic flexures from adhesions. 
Again the relief was only temporary. 

In 1904 the right kidney was stitched up. 

In 1905 the colon was removed to the splenic 
flexure, and a lateral anastomosis performed. 

In May, 1907, she was seen, and was much 
fatter and stronger. She had a good colour. She 
had earned her living without a rest for twenty 
months. She had been unable to do any work 
previous to her last operation. 

In November, 1907, the abdomen was again 
opened for an adhesion which had caught up the 
small intestine. 

I saw her in February, 1911. Her bowels now 
are controlled by an aperient. She has a nice, 
clear, pinkish skin, and looks very well. She 
has put on 32 lb. in the last five years. Her 
appetite has returned, and her headaches are 
gone. Until a year ago she was absolutely well in 
every way. Her only trouble now is that she gets 
occasional attacks of discomfort about two hours 
after a meal at times,,and this is accompanied by 
some distension. 

Given a bismuth meal, it was all in the rectum in 
eight hours. The abdominal discomfort, she says, 
is a mere nothing to what she used to have, and is 
her only cause of complaint. She certainly looks 
splendid. 

Case ii. —L. W—, female, single, set. 40 years, 
had had trouble with her bowels since childhood. 
From the age of nine onwards she has had frequent 
attacks of “ biliousness,” with headache and back¬ 
ache, and at the age of fifteen these attacks used 
to necessitate her retiring from school. At that time 
she used to suffer with abdominal pain, but could 
suggest no reason for it. Her menstrual periods 
became painful and were more frequent than pre¬ 
viously. This abdominal pain has been a marked 
feature for a very long time, and has got gradually 
but definitely worse since 1901, and in the last two 
years has become so unbearable that she felt life 
simply impossible. 

Sh£ has had frequent headaches during the last 
ten years, and they reached a frequency of every 
three or four days. She has suffered a great deal 
from cold hands and feet, and for two years has 


I arisen in the mornings feeling unrefreshed by any 
length of sleep. 

She had not noticed any skin pigmentation. 
She has clearly lost a good deal of weight, stating 
that she used to be quite a plump woman. She 
| cannot give her definite weight. Her appetite had 
I almost gone. During the months previous to her 
! operation she has been entirely dependent on pur- 
j gatives and enemata for an action of her bowels. 

I The purgatives she found were losing effect, and 
I the motions produced by enemata were accom- 
1 panied by severe pain. 

Her abdominal pain was such that she had sub¬ 
mitted herself to surgical treatment on five occa¬ 
sions : In 1903 ventral fixation of the uterus 
I was performed; in 1904 was operated on for 
I haemorrhoids; in 1904 coccyx was removed; in 
1905 right nephrorrhaphy; in 1906 left nephror- 
rhaphy. But her pain was only temporarily 
affected by these measures. 

On March 14th, 1909, she first noticed that she 
was passing mucus in her stools. 

On admission she was a thin, sallow-skinned 
I woman, whose axillae and abdomen were definitely 
I pigmented. Her pain is chiefly referred to the 
' right iliac fossa, but she has occasional pain in the 
1 regions of the hepatic and splenic flexures. The 
I sigmoid is tender and palpable as a rigid tube 
I firmly bound to the iliac fossa. 

I Cystic changes are marked in both breasts, so 
I much so as to almost suggest malignancy on the 
; left side. 

She is passing mucus per rectum . 

! The sigmoidoscope showed nothing but flakes of 
I mucus. 

I On November 8th, 1909, a lateral anastomosis 
| was performed, and the colon removed to the 
sigmoid flexure. The wound suppurated and 
I Staphylococcus aureus was found in it. This was 
| cured by a vaccine. During her convalescence she 
developed a functional paraplegia. 

| I saw her on January 26th, 1911, and the differ¬ 
ence in her appearance is most striking. She has 
a clear skin and looks plump and well. Her 
bowels have acted regularly since the operation and 
her headaches are quite gone, and her monthly 
' periods are quite regular. She has definitely put 
on weight, but cannot give exact figures. Her 
breasts are now quite normal. 

Her pain is so markedly improved that she has 
only now occasional attacks of flatulence and some 
pain, but has not had one for six weeks. 

Her doctor writes on January 27th, 1911: “I 
quite agree with you that she is very much better, 
and in answer to your question as to what is the 
real extent of her present inability I should say 
j none, I think Mr. Lane may well feel pleased with 
1 the result of his operation.” 

( To he continued .) 

May 29 th , 191 I. 
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A LECTURE ON THE TREATMENT 
OF PUERPERAL INFECTION. 

Delivered at the Polyclinic. 

By F. J. McCANN, M.D., C.M.Edin., 
F.R.C.S.Eng., 

In-patient Staff, Samaritan Free Hospital for Women, 
London. 


Ladies and Gentlemen,— I intend to speak to¬ 
day on a subject which I think you will admit is 
one of great practical importance, namely, the 
treatment of puerperal infection. Nothing has 
kept this subject back so much as the attempts 
which have been made to prove that puerperal 
infection is something different from the ordinary 
infection of wounds which one meets with in 
general surgical practice. As a matter of fact the 
two are exactly the same, and the same organisms 
cause both. But, as with infection in general sur¬ 
gical practice, so in obstetric practice the great 
point in treatment is the prophylactic or preven¬ 
tive treatment. I shall therefore indicate a few 
rules to be observed in carrying out this prophy¬ 
lactic treatment. First of all I think it should be 
recognised as a rule that everyone who has to do 
with obstetric cases should wear rubber gloves. I 
know objections are raised against this practice by 
some, but the wearing of rubber gloves un¬ 
doubtedly gives one a sense of security, and it is a 
great protection not only to the practitioner him¬ 
self but also to the patient. The next important 
rule is to limit the number of vaginal examinations 
which you make. There are those who say you 
should not make vaginal examinations. Of course, 
that is carrying the problem to a ridiculous extent, 
but you should certainly examine as seldom as 
possible, and when you are going to examine 
you should take every precaution to disinfect 
your hands and to disinfect the vulva. You 
should also avoid prophylactic vaginal douches 
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unless there be a septic or gonorrhoeal discharge. J most important to make a careful examination of 
You should not allow anybody but yourself to | the perinaeum, because in very many cases that is 
examine the patient. And, lastly, you should where the infection begins. When you see that 
be most particular with regard to the conduct grey covering to the perinaeal wound and discharge 
of the third stage of labour in seeing that the you know at once that there is something wrong 
uterus is well contracted and that the contrac- there, and the treatment which should be directed 
tion is well maintained. One knows that “ to err | to it is the daily application of pure carbolic or 
is human/’ and it is only natural you should tincture of iodine, together with the use of a ten- 
want to get along to. the next case and to make as | volume solution of peroxide of hydrogen, and the 
much use of your time as possible, and so there is | wearing of an antiseptic gauze diaper. Now, in those 
a tendency to run away as soon as the patient is j slight cases, assuming that the perinaeum is not the 
delivered, and not to take the proper trouble to see cause of the trouble, you examine further, and in 
that the uterus not only is contracted but that that your examination you note whether there is any 
contraction is maintained, because if you have a j swelling outside the uterus, or if the uterus is 
maintained uterine contraction you will find that | freely movable, or if there be any tenderness when 
there is very little likelihood of anything being left | you attempt to move the uterus. In those slight 
behind in the uterus. During the puerperium i cases I do not advise you to make any investiga- 
remember to keep the vulva clean and use anti- j tion of the interior of the uterus. The treatment 
septic diapers of gauze and wool. j to be adopted is to give the patient ergot or 

It will be more useful for us to go over the treat- ! quinine, three or four grains of quinine every four 
ment of the different types of infection which you j hours, or half-drachm doses of ergot three times a 
are likely to meet with in practice, rather than for day. You prop the patient up in bed, so that she is 
me to trouble you with the usual rigmarole which in a semi-sitting posture, which helps drainage, and 
you can read in your text-books. give twice daily hot vaginal douches containing a 

Let us take first of all a slight case with a tern- teaspoonful of iodine to the pint of hot water, 
perature of ioo° or ioi° F. The patient feels That is to say, you carry out the treatment which 
seedy, and looks ill. You make a careful examina- j has been adopted in Basle (where there is a very 
tion, and what you examine first is the abdomen, large obstretric clinic) with such success in cases of 
In examining the abdomen you should feel the puerperal infection. I wish specially to emphasise 
uterus, feel if it is tender, if it is involuted, what I believe to be the fact, that a large number 
and also note if there is any abdominal disten- of patients are made worse by intra-uterine treat- 
sion, or if there is pain on pressure. Then ment ; and, indeed, I have often thought I would 
turn the patient on her side and look at the lecture here on one occasion on the subject of 
vulva and perinaeum, and there you may find when not to interfere with the uterus. But this 
the explanation of her temperature, that is to say, simple treatment will not always suffice, for there 
you may see that the perinaeal wound has become are bad cases, and there are cases which have been 
infected. If you can exclude other causes made bad by treatment. If you have a case in 
of temperature and there is an infected perinatal | which the temperature is about 102° F., and the 
wound, that will probably be enough to explain temperature is keeping up, and you are unable to 
the fever in that particular case, and you need not exclude other causes of temperature, an investi- 
examine further. I can recall an instance where, gation of the condition of the interior of the 
in consultation with a medical man, he expressed uterus ought to be made. That is a rule which I 
surprise at what he thought was my incomplete 1 make for myself in practice. If I am called to a 
examination. I examined the perinaeum, and case in which the temperature is 102° F., and it 
found a sloughing wound, and I said—“This is 1 has kept up to that level or has gone higher, I 
sufficient to account for the patient’s condition ; I always investigate the condition of the uterus, 
shall not examine any more.” If I had examined For that purpose it is far better to give the patient 
further I should probably have infected the genital an anesthetic. And here I am aware of the 
canal higher up. With suitable treatment the difficulties there are in practice in the country, 
patient made a perfect recovery. It is therefore where there may not be much assistance at hand. 
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But in the treatment of puerperal infection, and, 
indeed, in any infection, the rule should be to do 
your work once and thoroughly, rather than make 
several ineffectual attempts, which you are liable 
to do unless you have the patient under an 
anaesthetic, and receive the assistance which you 
thereby obtain. It is generally possible to get a 
colleague to come and help you. 

Now let us see how one proceeds in doing this. 
You must have the patient in the lithotomy posi¬ 
tion, and you start to systematically disinfect the 
genital tract from the vulva to the fundus of the 
uterus. You examine the perinaeum, and if the 
condition of the perinaeum is unsatisfactory, if it 
has been stitched, snip the stitches and take them 
out, and disinfect the surface with pure carbolic or 
iodine. Look at the vulva, and if there are 
whitened plaques or sloughing areas, disinfect 
them. Then expose the vagina and cervix by a 
speculum and you may find whitened areas on the 
surface. These are disinfected with carbolic or 
iodine. And then you come to the uterus itself. 
The cervix is simply steadied with the volsellum, 
not pulled down. If the cervix is sufficiently 
dilated you may be able to do without preliminary 
dilatation. If not, you must pass one or two 
dilators, and in doing this operation you should 
wear rubber gloves. The gloves you should have 
for this purpose are those with long cuffs. Now, 
with regard to investigatim* the interior of the uterus, 
you will find it freely stated that you can remove 
everything with the finger. However, I have yet 
to see the finger which can get to the top of the 
uterus in the early days of the puerperium, and as a 
matter of fact, it is simply absurd to talk of com¬ 
pletely emptying the uterus with the finger; you 
cannot do it. In investigating the interior of the 
uterus I use a curette, but not to scrape with ; I use 
it as a probe, just to feel what is inside. If there 
are pieces to come away, use the curette as a rake 
and not as a scraper. As you will hear presently, 
I am very strongly opposed to curetting in puer¬ 
peral infection. But if you use the curette in that 
way you will find it of great service, and it can 
cause no trouble. So you have to satisfy yourself 
whether there is anything in the uterus. If there 
is anything there you take it out. If there is a 
piece of placenta you will be able to feel it with 
your curette and take it out with forceps. What 
ought to come away you will find comes away very 


easily. There is a great deal of mystification made 
| about all these matters ; retained products of con¬ 
ception are as a rule easily detached and taken 
away. After you have removed this material, you 
! swab out the interior of the uterus with 1 in 2000 
I biniodide. The method of swabbing is to use squares 
I of gauze wound around a pair of long forceps, this 
gauze having been previously wrung out of the 
biniodide solution. By means of gauze and forceps 
in that way you clean out the cavity, and you 
know that swabbing is much more effectual in clean- 
, ing the cavity than is douching. Armed with some 
squares of gauze, a pair of long forceps and some 
biniodide solution, you are in a position to treat 
j many infected cases. You should avoid scraping 
j or curetting in these cases. You feel if there is 
anything in the uterus, and if there is you rake it 
! out, and after removing the offending material 
swab out the uterus by means of gauze soaked in 
I 1 in 2000 biniodide. 

If you find in the cavity some decomposing 
material, you remove that, and in all probability 
| the patient will get well. Now, it is the custom in 
many text-books to draw a sharp distinction be- 
l tween cases of toxaemia, due to absorption from 
necrosing products in the uterus, and septicaemia, 
where no such products exist. But, as a matter of 
fact, no one can say where toxaemia is going to end 
and septicaemia is going to begin. And what one 
j finds practically is that some cases beginning with 
toxaemia end with septicaemia. So you must be 
on your guard when giving a prognosis. Although 
in the great majority of cases removal of the 
offending material does stop the trouble, in some 
cases the border-line between those two types of 
infection may have been passed, and septicaemia 
may be starting, and in that case, of course, the 
prognosis is much more grave. 

Now let us turn to a very bad infection. In 
those cases you have to examine the interior of the 
uterus, and you may find nothing. If you find 
something and remove it, you can be happy, and 
conclude that the patient will probably get well. 
It is in the cases where you find nothing, the 
interior of the uterus being quite smooth, where 
you have reason to be anxious about the prognosis. 
Those are the cases where the infection has spread 
from the uterus into the lymphatics of the broad 
ligament, and has probably infected the perito- 
nreum. In these cases you find that on examination 
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the patient has signs of peritonitis, she has , 
abdominal distension, and pain and sickness, and 
she has that anxious look with which you are all 
familiar in those bad cases. Here we are suppos¬ 
ing you have examined the interior of the uterus, 
and found it empty, and, if so, no further inira - I 
uterine treatment should be attempted . If that were j 
acted upon, I say with every confidence that a j 
large number of women’s lives would be saved. 

It is the interference with, and injury to, the uterine | 
cavity which is so harmful. And remember that ( 
all the time these manipulations—however carefully , 
conducted, and by whomsoever they may be con- i 
ducted—are potential sources of infection, and so 1 
the patient maybe made worse. Why do so many I 
women die from those severe infeciions? One j 
reason is because the friends of the patient insist ; 
on having consultations with this man and that 
man, all of whom have examined the patient, and 
perhaps recommended different lines of treatment. 
What is the result ? The patient dies. There is 
no doubt about this : that the less you interfere 1 
with the uterus in severe types of infection, the 
better for the patient. That is a law which should j 
be laid down with great stringency, and if it is ] 
acted up to, I am sure it will be an effective means | 
of saving many lives. That being so, what have j 
we to do for the patient ? In those very severe types, j 
take the most severe first of all, where the patient j 
has a high temperature, signs of peritonitis, | 
diarrhoea, vomiting ; you should treat them as you 
treat, or should treat, diffuse cases of peritonitis j 
associated with disease of the appendix. You j 
should prop the patient up in the semi-sitting | 
posture, and give the patient no food at all. And j 
here is where you require to have the courage of ! 
your opinions. If she has food in that condition 
she will get a secondary poisoning from the intes¬ 
tine. Patients think you are killing them if you 
do not give them food, or their friends think so. 
You must give nothing but small doses of opium 1 
to control the peristalsis, and subcutaneous injec- | 
tions of saline solution. I know that in the treat- 1 
ment of diffuse peritonitis associated with appendix j 
trouble, what is so much recommended is the con- I 
tinuous rectal saline infusion. But as a practical 
fact you find you often cannot do that in 
puerperal cases, simply because the patients ^ 
frequently have diarrhoea, and the rectum is so j 
irritable that it will not stand it, and therefore you 
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have to content yourself with running fluid in 
under the breasts, normal saline solution, a tea¬ 
spoonful of salt to a pint of water at body tem¬ 
perature, and this should be run in very slowly at 
the rate of a pint an hour. The effect of that 
treatment is often marvellous. As the patient 
improves you will find that pus becomes localised 
in the pelvis. And in all these bad cases a con¬ 
sultation should be held to decide whether any 
operative measure should be undertaken. You 
have tided the patient over the worst of the infec¬ 
tion by that method of treatment, and if the infec¬ 
tion has become localised to the pelvic cavity you 
can deal with that by operation. We have not 
time to discuss to day the operative treatment; it is 
a big subject in itself. However, I should like to 
say this : that any operation under such circum¬ 
stances must be done very quickly, and it should 
consist in opening the abdomen, introducing 
drainage-tubes, flushing through those tubes, and 
in that way finishing the operation. There should 
be no attempt made at sponging out, nor should 
there be any attempt made at removing organs. 
That is how people are killed ; too much is done. 
In diffuse peritonitis you have simply to do as the 
Americans so tersely put it: “ Get in, and get out.” 
I remember a case in which I had a consultation 
with a distinguished surgeon. He said he would 
open the abdomen and sponge it carefully. I 
said, “ I shall not agree to any such thing. If you 
go in for careful sponging in puerperal infection of 
that character you will kill the patient; she can 
stand so little in the condition in which*she is.” 

If we take a case in which the infection is not 
so severe, let us see what general treatment may 
be adopted. One of the best remedies to give in 
those conditions is quinine. Given in an efferves¬ 
cent mixture three or four grains every four hours, 
you will find that patients can take it better, and 
it does not upset the stomach. When the tem¬ 
perature has gone higher, to 104° to 105° F. 
quinine in any form has no effect in reducing it. 
What you must use in that condition is not what 
the text-books call the cold bath. When I read 
those works I wonder how often the author has 
actually put a patient into a cold bath. To begin 
with, in this condition the cardiac action is so 
feeble that even moving the patient into the bath 
will probably cause death. There is a more ready 
method of applying cold, namely, by means of the 
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cold pack. This is certainly the best method of 
reducing the temperature in those cases of severe 
infection. The patient is put into the pack, and it 
is wrapped round the legs and the arms are wound 
into it, and it is also put round the head, so that 
only the face is exposed. The patient is kept in 
the pack for twenty minutes. You can keep it 
cold either by putting pieces of ice on to it, or by 
dropping cold water, and you require to watch the 
condition of the pulse. After removal of the 
pack the skin surface is dried and she is put 
between the blankets, and often there is a marked 
reduction of temperature If one pack is not 
successful, wait about an hour, and then put her 
into another pack. In that way you will be able 
to reduce the temperature in those cases. 

Another important general measure is stimu¬ 
lation. In such cases you require to give brandy, 
and it is better for you to give it in small hourly 
doses, a teaspoonful every hour, rather than a table 
spoonful every three or four hours, because you get 
the stimulation maintained, and you do not get 
the same depressing effect as you do from big 
doses of alcohol. With regard to diet in those 
cases, you require an easily digested diet—beef-tea, 
chicken tea, and mutton-broth, etc. But remember, 
that if you are dealing with a very severe type of 
case starvation is the treatment. In other cases 
not so severe you will give what I have stated. A 
further important drug is calomel. Give the 
calomel in small doses, a quarter grain every hour, 
until five grains have been given. You want to 
maintain a slight amount of diarrhoea. And here 
let me say it is not wise in those cases in which 
diarrhoea is present to control that diarrhoea by 
means of opium unless the diarrhoea is very 
excessive. You will find that this calomel treat¬ 
ment has a most excellent effect in reducing 
temperature, because it clears away the toxic 
poison. In giving calomel, if you repeat it you 
must watch for signs of mercurialism, for some of 
the patients are very sensitive to mercury, and get 
tender gums even after small doses. When this 
occurs you must stop the mercury, and give as an 
alternative sulphate of magnesia. As the condi¬ 
tion improves patients frequently suffer from very 
profound anaemia, and in the later stages you must 
give some preparation of iron, beginning with the 
lighter preparations, and then proceed to the 
stronger ones. In all those cases of infection you 


, must be particularly careful to maintain the patient’s 
: strength by suitable changes in the diet, and if 
any particular articles of diet disagree they must 
| be stopped, and others substituted. There is one 
| point I wish to mention, and that is the question 
| of serum treatment. I must confess at once that 
; I have been very disappointed with the results of 
j serum treatment. I presume that, what is obvious 
j to everybody, we have not got the correct svrum. 
But if you use serum at all you can get very good 
serum from the British Institute of Preventive 
Medicine, and in applying for it you should ask 
for polyvalent serum. This should be given in 
doses of 20 to 4<f c.c., injected twice daily, and 
should be administered in the early stages of the 
I infection. It is of little use giving it in the late 
stages. If after four days’ trial the patient is not 
better, give it up. I have seen cases made worse 
by serum ; I have seen very troublesome rashes as 
the result of serum treatment, and therefore I 
have come to adopt the rules which I have given 
to you now. Another and newer method is the 
preparation of a vaccine. And that, too, I am 
1 afraid, has not given such excellent results, but it 
I is a subject which, as you all know, is being worked 
| at, and will doubtless give better results in the 
future. I admit that treatment by vaccines is the 
| right line to go upon, but at the present lime 
the difficulty in the way of obtaining the proper 
! vaccines seems to be so great in puerperal infection 
| that the results have not been so brilliant as one 
I anticipated. But I am sure that, working along 
these lines, we shall ultimately obtain efficient 
, vaccines which will be a method of curing severe 
1 puerperal infection, which still remains amongst the 
1 greatest scourges of humanity. 

June 5 th, 1911. 


Ingrown or Overgrown Toe-Nail.— Gessner 
proposes a modification of the Van Meter incision, 

I consisting in the substitution of a hexagon for the 
diamond excision. The edge of the nail is paral- 
* leled by a cut running its full length, about a 
| quarter of an inch from it. From a quarter to 
, half an inch further from the nail another cut is 
! made, parallel with the first and equally long. A 
| V-shaped incision joins the first two cuts at each 
end and completes the hexagon.—- Joitrn . A. M. A ., 
vol. lvi, No. 20. 
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APHORISMS AND HINTS IN THE 
DIAGNOSIS AND TREATMENT 
OF RECTAL DISEASE.* 

By F. SWINFORD EDWARDS, F.R.C.S., 

Senior Surgeon to the Hospital. 


they tend to become malignant later on. There- 
fore the earlier they are removed the better 
Bleeding is not a marked symptom of carcinoma. 
The passage of large quantities of bright arterial 
blood, sufficient to endanger life, may be due to 
the erosion of an artery in the stomach, or other 
part of the gastro-intestinal tract. I call to mind a 
I_~r »k;. tlnH when T was house-surgeon at St. 


(iKNTI.emhn, —During the course of three decades 
in the study and treatment of rectal troubles I 
have naturally come across several pitfalls, to 
which I purpose during this lecture drawing your 
attention, in order to prevent your falling into them 
yourselves. Let me instance two of the commonest j 
as an illustration. Take a patient either before or 
after operation, who, on being asked whether his 
bowels are open, says, “Indeed they are; I am 
suffering with diarrhoea.” And perhaps the nurses 
in attendance confirm this. You then make a 


Mark’s Hospital. A man was admitted for severe 
rectal bleeding supposed to be due to piles, but an 
examination of the anus and rectum showed no 
lesion. After two or three days he died of exhaus¬ 
tion. At the autopsy a large erosion was found in 
the gastric artery. The remarkable part of the 
case was that during life he had complained of no 
gastric symptoms, nor had there been any haemate- 
inesis. 

Now concerning pain. This is present in a 
I varying degree in all inflammatory conditions of 
! the anal region. Acute pain coming on during 


digital examination and find the rectum packed I 
with faeces. The patient is really suffering with j 
faecal impaction, and the constant escape of feculent 
material from the anus is due to the irritation set 
up by the retained faeces, which are acting as a 
foreign body. Another common mistake is to 
operate for piles in a patient who is die subject of 
carcinoma recti in addition to the haemorrhoids, 


defaecation, and lasting an hour or two, or even 
perhaps the greater part of the day, is practically 
almost always due to fissure. Pain arising after 
an uncertain interval following an action of the 
bowels is often due to a small anal ulcer, generally 
situated above one of the anal valves. In this, you 
j see, it is distinct from fissure. Protrusion from 
i the anus is a symptom attending internal haemor- 


which carcinoma, however, the surgeon has failed to j r hoids, prolapsus ani, polypus, and villous tumour, 
detect. Of course this is a fatal error, and one j £ have known the last three mistaken for the first- 


which must bring discredit on our profession. I | 
am sorry to say that it is of fairly frequent 
occurrence. Having instanced these two pitfalls, 
let us take matters a little in order. We will start 
with symptoms and diagnosis. 

Alternating constipation and diarrhtea should 
lead one to suspect cancer, especially when 
accompanied by a discharge of mucus and a little 
blood. Bleeding at stool in children is almost 
pathognomonic of polypus ; free bleeding at stool in 
the adult usually indicates ha*morrhoids, and when 
the pan is bespattered with blood the diagnosis is 
almost certain. The passage of considerable 
quantities of thin, glairy fluid resembling thin 
mucilage in consistency, with or without traces of 
blood, is almost sure to indicate the presence of a 
villous growth, which I may remind you may attain 
to the size of a man’s fist. At first these papillo¬ 
matous neoplasms are undoubtedly benign, but 
* A lecture delivered at the West London Hospital. 


named. Indeed, I can call to mind two occasions 
on which I have been asked to operate for piles 
when the condition was, in one case, a prolapsed 
polypus, and in the other a villous tumour o! the 
size of a tangerine orange. And recently I was 
asked to see a case of prolapsus ani with a view to 
an operation, and found prolapse, it is true, but of 
sloughing piles. 

So much for the chief symptoms of disease 
affecting this portion of the bowel. To arrive at a 
diagnosis an examination must be made, either by 
inspection; aided or not by some special instru¬ 
ments or by digital examination. Usually both 
methods are necessary. Let me here urge you to 
make a routine practice of examining the rectum, 
not only in cases where the symptoms point to 
some rectal tronble, but in all cases of abdominal 
disease. The necessity of a careful examination of 
the anus and rectum before prescribing for even 
such a common ailment as piles would need no 
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urging on my part did I not know how often this 
is omitted. Patients having any trouble with 
their fundament usually call it piles. They will 
go to their medical attendant to give them some¬ 
thing for their piles. He may do so forthwith ; 
possibly he may suggest an examination, which 
may be objected to, especially if the patient be a 
female. The patient getting no better, at last, 
possibly after some months, he submits to exa¬ 
mination, and a malignant growth is found, 
probably too advanced for removal. Hence a life 
is sacrificed. I have seen so many cases with 
this history that you can understand how strongly 
I feel on the subject. 

To illustrate the advisability of rectal examina¬ 
tion, even in diseases of the upper abdomen, let 
me mention a case I saw only the other day from 
the sister isle. A gentleman who had had gastric 
symptoms for over a year consulted me for pain 
and tenderness in the epigastrium. On examina¬ 
tion I found a sausage-shaped tumour lying 
transversely about two inches above the umbilicus, 
apparently connected with the left lobe of the liver. 
Dr. Seymour Taylor kindly saw the case in 
consultation with me, as I thought an exploratory 
operation might be necessary, but before recom¬ 
mending it I wished for the opinion of a physician. | 
After Dr. Seymour Taylor had examined the ; 
abdomen he suggested that I should make a rectal J 
examination to see if this would throw any light on , 
the subject although the patient complained of no | 
rectal or urinary symptoms. I found a swelling j 
at about the level of the trigone, hard and fixed, 
with its longest diameter transverse, and consider¬ 
ably contracting the lumen of the ampulla of the 
rectum. It was smooth, and did not involve the 
rectal mucous membrane. A somewhat indefinite 
history of syphilis was now obtained, and we came 
to the conclusion that the swellings were probably 
of the same nature, namely syphilitic. The patient 
is to have a course of iodide of potassium in the 
form of Gardner’s syrup of hydriodic acid, and to 
be re-examined in six weeks. 

When making a digital examination with a 
surgically clean finger, use plenty of vaseline, by 
far the best lubricant for the purpose; never oil, 
which is so often offered to one for this purpose, as 
the examination is far more painful than when 
vaseline is used, to which anyone can testify who 
has been examined by both media. When exa¬ 


mining one’s object should be to save the patient 
all unnecessary pain. Moreover, by so doing, an 
examination can be much more thoroughly carried 
out. Again, when examining for fistula I rarely 
use a probe. It is painful and unnecessary, for 
in a complete fistula one can see the external 
orifice and learn the course of the tract by external 
palpation and locate the internal orifice by digital 
examination. In the blind internal variety of 
.fistula a probe is useless, but in the blind external 
; fistula it may be useful when the tract of the 
| fistula cannot be traced by palpation. Another 
point worthy of mention when carrying out a 
digital examination is the fact that when the 
examining finger is introduced to its full length, 
another inch or two can be gained by placing the 
patient in the squatting posture and getting him to 
strain down as if at stool. This manoeuvre is often 
of importance when examining for high-lying 
| growths. Subsequently, if a growth is felt a bi- 
I manual examination under anaesthesia will probably 
I be necessary to determine its degree of mobility. 
Although the sigmoidoscope is a valuable aid to 
diagnosis it cannot take the place of the digital 
examination, but must be employed as a supple¬ 
ment to it. 

Now let me give you a word of warning con¬ 
cerning the administration of enemata. I have 
met with three cases in which an acute proctitis, 
followed by sloughing of a large area of the rectal 
wall, was caused by the nozzle of the enema syringe 
having perforated the bowel, the coats of which 
had presumably been rendered friable by ulcera¬ 
tion. In one case gangrene followed an enema at 
the hands of my house-surgeon, and in the other 
two the enema had been administered by a nurse. 
It is always advisable to prevent such an accident 
by inserting the well-lubricated finger first, to feel 
your way, and also to use a short rubber rectal 
tube fitted on to the bone nozzle of the syringe. 

| Cases of piles in which no operation is called for 
j are those which, although some prolapse may take 
j place, return of themselves, and do not need to be 
replaced. An operation is inadmissible in cases of 
piles due to an enlarged liver with resulting portal 
congestion. When an operation has been carried 
i out by either the ligature or the clamp and cautery 
methods no stricture should result. But it is likely 
to do so if there have been four or five piles 
removed, and the precaution of passing the finger 
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during convalescence has been omitted. If the 
finger, when passed a day or two after the separa¬ 
tion of all ligatures, finds contraction taking place, 
the daily passage of metal bougies of increasing size 
for a week or two will effectually prevent the forma¬ 
tion of a stricture. Whereas the contrary holds good. 
These bougies I have brought here to show you. 
They are excellent for the purpose, and are really 
Hegar’s dilators with a double curve, and here is 
a series of ordinary Hegar’s dilators with a single 
curve. I am in the habit of using them after per¬ 
forming Kraske’s operation for the removal of 
carcinoma recti, and where 1 have succeeded in 
doing rectorrhaphy. At the line of junction of the 
upper and lower portions of bowel you are apt to 
get a contraction which it is necessary to keep 
dilated for a little time, and for that purpose these 
metal bougies are used by me. They are far better 
than the gum-elastic bougie. When operating for 
fistula your golden rule should be to stick to the 
track. Having laid this open, snip off all over¬ 
hanging edges of skin and of mucous membrane, 
for this latter, when not removed, gets swollen, 
and falls into the tipper part of the wound and 
so delays healing ; it may even prevent healing 
altogether. After the first dressing has come away 
with the first action of the bowels or has been 
removed, daily pack the wound lightly with 
absorbent cotton-wool. Do not do what is usually 
called plug) which naturally prevents healing. 
Plugging is all very well when its object is to 
restrain oozing, but not otherwise. When insert¬ 
ing the strip of cotton-wool, which may be dry or 
moistened with 1 in 2000 sublimate solution, 
insert the finger first, of course well coated with 
vaseline, and whilst it is in situ pass up the dress¬ 
ing along the side of the finger by means of a fairly 
thick round probe, or a probe-pointed director, at 
the same time asking the patient to strain out, and 
carry the dressing along the wound well into the 
bowel. In this way a dressing may be applied 
without any pain to the patient. After the second 
week this dressing need only be done every other 
day, and subsequently, except in deep and very- 
extensive cases, the daily passage of the well- 
lubricated finger is all that is necessary. There 
is such a thing as over-dressing. 

A note on the passage of bougies. In the days 
which are passed for me, and I hope for all of us 
here present, considerable incomes were derived 


t 


! 


from the treatment of imaginary as well as real 
strictures of the rectum, by the regular passage of 
bougies, made originally of wax, later of a com¬ 
bination of linen-web and wax, such as these I 
have here. Then they were made of gum-elastic, 
with which most of us are familiar, some of them 
being weighted with shot, and more lately of solid 
rubber. In those days stricture of the rectum must 
have been much more common than it is now, for 
I have heard from my predecessors that surgeons 
practising about the time when St. Mark’s Hospital 
was founded—I think about 1850—had often three 
or four patients at a time reclining on couches in 
their consulting rooms, whose rectal strictures were 
undergoing dilatation by bougies. I imagine the 
diagnosis of this condition was not as accurate as 
it is now, for I have heard that rectal stricture had 
been diagnosed solely from the irascible tempera¬ 
ment of the patient. But probably this was some¬ 
what exaggerated. But as bearing on the question 
of imaginary stricture I will mention the case of a 
gentleman who had been under the care of two 
well-known rectal specialists for a period of over 
forty years. That gentleman came to me some 
few years ago, as his surgeon was deceased, and he 
wanted to find someone to carry on the dilatation 
of his stricture, which he assured me was in the 
upper part of his sigmoid colon. He said : “ I 
understand that you have some large wax bougies 
such as were used by your former colleague.” I 
assured him I had, and I showed him these things 
which I show to you. He said, “The very thing!” 
I may tell you that these bougies have to be 
soaked in hot water to make them pliable and 
to give them the necessary cork-screw twist. 
Having well softened this and given it the 
desirable curves I got it in about four inches 
with some trepidation, and I asked him if I was 
hurting him, and he said : “ Oh, no ; but you have 
to pass that instrument up the-whole way; I shall 
not be satisfied unless it goes up all the way.” I 
worked away at it, and, thank goodness, it did 
almost disappear, and he was contented. I carried 
out this treatment for him for some months, he 
coming to me for the purpose once in two months, 
and he expressed himself as satisfied. At about 
that time the proctoscope came into vogue, and I 
pointed out its use, and demonstrated the instru¬ 
ment to him. In those days the sigmoidoscope 
was not known. One day I persuaded him to 
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allow me to examine the whole of his rectum by 
this means. And I not only examined the rectum, 
but also the lower sigmoid colon. After I passed 
it up twelve inches I failed to discover a stricture. 
The rectum and sigmoid colon, as far as I could 
examine them, were quite healthy. I told him 
this, and I suppose he went away a wiser but a 
sadder man. I know I was, because I lost his 
regular fee. He had submitted himself to the 
passage of a bougie once a month to relieve this 
so-called stricture of the sigmoid, when there was 
no such condition there. The passage of a rectal 
bougie for the purpose of dilating a stricture is 
attended with considerable risk, this risk being one 
of perforation, unless under the guidance of the 
eye or the surgeon’s finger. When under visual 
control, it should be caried out through a large¬ 
sized Kelly’s tube. Here is one of large size, which 
I had made for me, and which I have used several 
times with success. It will expose the face of a 
stricture in the upper rectum about the level of the 
third or fourth sacral vertebra. Having exposed 
the face of the stricture, you can pass a conical¬ 
shaped gum-elastic bougie without risk to the 
patient as long as there is no force used. In this 
way I have dilated strictures which I have myself 
produced by end-to-end anastomosis after excision 
of malignant growth through the abdomen. Three 
such cases in females, one in hospital and two in 
private, in which I had performed abdominal 
excision, were followed by contraction at the line 
of suture, and which I discovered with the sigmoi¬ 
doscope. This instrument is not of sufficient calibre 
to admit the passage through it of bougies of the 
necessary dimensions. So I had a large Kelly’s 
tube made, and passed it to the face of the 
stricture, and with reflected light was able to see 
and guide the passage of the bougie through the 
stricture. That is the only way in which it is 
permissible to pass a bougie through high-lying 
strictures. For strictures which can be located 
and reached by the finger I find nothing better 
than double curved Hegar’s dilators. Being made 
of metal, they are readily sterilised. 

I will now touch on one or two other topics. One 
has lately heard a good deal about the operative 
treatment of constipation. A well-known London 
surgeon advocates for inveterate constipation 
excision of the whole of the colon, which is, of 
course, a most formidable operation. I have never 


; yet had occasion to do it. I believe that with 
enemata, abdominal massage, abdominal exercises, 
and the administration of certain laxatives, consti¬ 
pation can be well overcome. But this I will say, 
that should these measures not suffice, I should 
advocate appendicostomy, which is very much 
more simple than excision of the whole of the large 
intestine. Appendicostomy, as you know, was 
popularised, almost introduced, by my late col¬ 
league, Mr. Keetley. He had some very successful 
cases. I followed suit, and have done a consider¬ 
able number of cases of appendicostomy, but not 
for constipation. I have employed it for ulcera 
tive colitis and proctitis, where flushing out the 
bowel from below has not been successful. But 
flushing out from above, namely, through the 
appendix, is remarkably successful, although the 
paiient may have to carry the treatment out even 
for many months. 

With regard to the condition of prolapsus ani, 
you know there are three degrees of it. First a 
partial prolapse where the mucous membrane only 
comes down in part of its circumference, then 
there is prolapsus ani, where the entire circum¬ 
ference of the mucous membrane of the bowel 
protrudes, and then we have all the coats of the 
bowel coming down, when it is named “procidentia 
recti.” It is with regard to the last that I want to 
speak to you now. Procidentia recti is a difficult 
thing to cure, even by operation. Many operations 
have been devised for it. Linear cauterisation, 
which answers well for prolapsus ani, is of no avail, 
because all it does is to seal the loose mucous 
membrane on to the muscular coat by producing 
inflammatory thickening or adhesion in the sub¬ 
mucosa. Therefore one has to sling up the bowel to 
something. For this the operation called sigmoido- 
pexy has been devised. I have performed it on 
several occasions. At one time I used to open 
the abdomen and pull up the slack sigmoid colon 
and rectum and stitch the mesocolon to the 
abdominal wall in the iliac region. But that was 
not altogether successful. Then I tried an incision 
through the left rectus muscle, to open the 
abdominal cavity, made the slack parts taut, and 
having removed a portion of the parietal peri¬ 
toneum, produced an adhesion between the 
peritoneal coat of the bowel itself and the parietes. 
That was successful in one or two cases as far as 
preventing the procidentia was concerned. But it 
gave rise to a dragging sensation, which the patient 
found to be much more uncomfortable and dis¬ 
tressing than the original procidentia. Some six 
months ago a patient upon whom I had done that 
operation returned to ask me to free the bowel again 
if I could. I opened the abdomen again and 
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divided the adhesions that I had created in the I 
hypogastric region. This was a hospital patient, | 
and he left the hospital very grateful for the relief 
afforded. Since then the procidentia has recurred , 
to only a very slight extent. Next time I am ' 
called upon to do sigmoidopexy I shall limit my 
attention to the meso rectum, and I shall sling 
that up to the tissues about the sacral promon- 1 
tory rather than to the anterior abdominal wall, . 
and in that way I think it is possible one might I 
remedy the procidentia without causing those | 
painful dragging sensations which the other 1 
method caused. It is well to supplement the j 
sigmoidopexy by linear cauterisation of the bowel, 
the same method which you carry out for the cure j 
of prolapsus ani. It may be done either through a ! 
speculum, the prolapsus ani being reduced at the 
time, or the prolapsus ani can be pulled down j 
and the membrane cauterised in four radiating j 
lines from the apex towards the anus. In carrying i 
this out don't omit to cut with the cautery knife j 
well into the sphincter ani, in order to produce | 
more or less contraction of the anus. I have 
lately tried a novel procedure for the cure of pro- j 
cidentia recti, and I have had three cases in which 
it has been completely successful. It is a com¬ 
bination of linear cauterisation with the injection 
of quinine. I have borrowed this idea from an 
article I read by Dr. Inglis Parsons. It appears 
that he injects quinine into the broad ligaments as 
a remedy for prolapsus uteri, and this with much 
success. It occurred to me it might have the same 
results in procidentia recti, so I carried it out. It 
is really quite a simple proceeding. I first of all 
cauterised and returned the part, and then I punc¬ 
tured in three places, posteriorly and laterally, j 
passing a fairly long needle into the peri-rectal 
tissues from just outside the sphincter ani and j 
carrying it up for about two inches, trying to get 1 
the point just outside the muscular coat of the 
rectum. 1 injected two drachms of the following 
solution : 12 gr. of quinine, 30 drops of dilute sul¬ 
phuric acid, and 30 drops of water. The case on f 
which I first tried it was that of a young lady, aet. 
25 years. She had suffered with this trouble for f 
several years, and I saw the bowel prolapsed for at 
least four inches. She said it came down during | 
walking as well as after stool, and in consequence 
her life was a burden. Moreover, she had recently , 
become engaged to be married. I told the doctor | 
I had never tried it, but both he and his patient 
were willing I should attempt a cure by this 
method. It was perfectly successful. That is j 
nearly two years ago, and the patient has since 
married and the bowel has not been down since. 

The last thing I will mention is the question of 1 
colotomy. Often one has, in cases of inoperable | 
carcinoma and in cases of severe stricture of the 
rectum, to recommend colotomy. In these cases, 
of course, it will be a permanent colotomy, called 


colostomy. I have given up doing iliac colostomy 
in favour of a hypogastric colostomy, as I find that 
this is very much better for the comfort of the 
patient. Bringing the bowel up through the sub¬ 
stance of the left rectus abdominis muscle provides 
the patient, I will not say with an ideal sphincter, 
but with a sphincter which to some extent takes 
the place of the real sphincter, and it is astonishing 
how comfortably patients can get about with a 
hypogastric colostomy, often, indeed, discarding 
all forms of cups, pads, and rubber bags ; nay, 
even the belt itself. Alter the performance of an 
iliac colostomy a certain amount of bulging of 
the abdominal wall takes place in the vicinity of 
the wound, but this I have never met with after the 
hypogastric operation. On these two grounds alone 
the hypogastric operation is the better of the two. 
Again, it is better because you are more sure of 
finding the sigmoid colon through this incision. 
You know very often the sigmoid colon is mis¬ 
placed ; instead of passing from the left hypochon¬ 
driac region to the left iliac region, and then across 
the pelvis, it may pass from the left hypochondriac 
region through the umbilical to the right iliac fossa. 
In such a case it may be impossible to reach the 
sigmoid through an incision in the left iliac region. 

I have assisted on two occasions where this has 
been the case, and a second opening had to be 
made on the right side, when the sigmoid was 
found lying over the caecum or caput coli. 

Now with regard to belts. I recollect in this 
room, at one of the meetings of the West London 
Medico-Chirurgical Society, a gentleman was 
showing what he regarded as an excellent colotomy 
belt for use after the performance of this operation, 
the distinguishing feature of which was that it had 
a large indiarubber cup w T ith a tube passing from 
that to an indiarubber receptacle. What for ? For 
faeces! And he ordered one of these belts for 
each of his patients on whom he performed 
colotomy. I thought to myself, “ Poor patients. 
You couldn't be worse off had you lived and 
suffered twenty years ago." • I can understand 
incontinence after the old lumbar colotomy, or 
even after an iliac colotomy when the muscles have 
been cut through at right angles to their fibres, 
but the object of modern methods is to obviate 
this—and this, indeed, it does to a considerable 
extent. Although when ordering a colotomy belt 
for my patients I order a flat cup, this is merely to 
keep the pressure off the new anus, and to carry 
a little dressing of cotton-wool or lint. I find 
most of my patients discard the belt and cup after 
a few weeks and are content with an ordinary 
flannel binder, the anus being protected by lint. 
Apparatuses for catching the involuntary discharge 
of faeces are quite antiquated, and to my mind 
should be quite unnecessary, especially after 
hypogastric colotomy. 

June $th f 1911. 
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A STUDY OF THE LIFE-HISTORIES OF 
FIFTY CASES OF CHRONIC INTESTINAL ! 
STASIS TREATED BY SHORT-CIRCUIT¬ 
ING OR COLECTOMY. 

By HAROLD CHAPPLE, M.A., M.B., B.C.Cantab., 
B.Sc., F.R.C.S.Eng. 


(Continued from p. 1 28 ) 

Cask 12.—B. N—, female, single, aet. 47 years, 
nurse, had suffered for many years from chronic con¬ 
stipation, marked abdominal pain, frequent bad 
headaches, and vomiting; for this abdominal pain 
many operations had been performed. In 1900 | 
both ovaries were removed lor cystic degeneration. 
In 1901 operated on for adhesions. In 1901 
again for adhesions. In May, 1902, appendix 
removed. In June, 1903, for adhesions. In 
January, 1904, a piece of omentum was removed. 

She was admitted in July, 1904. She was very 
sallow and wasted, weighing 105 lb. The abdominal 
pain is not relieved. She had been admitted into 
a home for the dying, from which she had been 
sent up to Guy’s Hospital. 

In July, 1904, an ileo-colostomy was performed. 

In November, 1904, the colon was removed to 
the splenic flexure. 

In February, 1905, a very mobile right kidney ( 
was stitched up. 

In August, 1907, a friend writes to say—“ She i 
;s most markedly improved. She now weighs ; 
156 lb., and having known her for many years I 
before your operation, I must say I never saw 
her looking so well. She certainly is a living 
wonder.” I 

On December 16th, 1908, she was re admitted, 
and a diverticulum from the lateral anastomosis 
was laced up. 4 t 

In February, 1909, her abdomen was again 
opened, and a coil of intestine freed. 

I saw heron February 3rd, 1911. She still main¬ 
tains her weight, and is in very good health. Her I 
appetite is good, and she keeps her bowels acting 1 
with a mild aperient. She says she was dying. 
Everything had been tried for her constipation, etc. 
For three or four months previous to admission she 
had been vomiting fsecai materiafl. Her pain was 
awful, and she had been taking hypodermic injec- 1 


tions of morphia for months. She is now very- 
pleased with herself, and is a big, strong woman. 

Cask 13.—R. B—, female, single, aet. 29 years, 
had, up to the age of sixteen, thoroughly enjoyed 
her life; and as far as she knows was normal in 
every way, except that she did not menstruate till 
then. At the age of sixteen she began to notice 
trouble with her bowels ; when eighteen abdominal 
pain became noticeable, and she had two sharp 
attacks. 

When she was twenty-one she used to notice that 
her abdomen became distended at times, and pain 
became more marked and frequent. Her appendix 
and right ovary were removed when she was twenty- 
two in an attempt to deal with the pain, and a 
large abscess was found and drained. 

After this operation the discomfort was not quite 
relieved, but she felt better for about six months, 
and then the pain began to return and increase in 
severity. She began to feel languid, and life had 
no real pleasure, but she merely dragged on. 

She suffered constantly from “ dyspepsia ” with 
no actually acute pain, but the greatest discomfoit 
and swelling. Her bowels required drugs con¬ 
stantly, and latterly she took jij of ol. ric. every 
day and enemas ad nauseam . This treatment was 
followed by an occasional action. 

She was in a nursing home and treated by 
massage, electricity, feeding-up diet, etc. 

Her skin, she says, became absolutely “ yellow,” 
and although she felt dreadfully ill and miserable 
she was diagnosed as “nerves.” Her weight, in 
spite of treatment, fell to 112 lb. 

In September, 1905, colectomy was performed, 
and for the first fortnight she had a good deal of 
pain, but it was not acute after a fortnight, and in 
five months from the operation she felt quite well, 
and her weight went up to 128 lb. 

Then her constipation began to trouble her 
again, and she got much flatulence and distension 
with attacks of vomiting. 

In December, 1906, her abdomen was again 
opened and adhesions found round the pylorus, 
which were freed, but the relief was only temporary ; 
and in March, 1907, a posterior gastro enterostomy 
was performed. 

In October, 1907, a loop of small intestine got 
caught up in some adhesions, and this was freed. 
Since then everything has gone well. 

I saw her on February 3rd, 1911, and she had a 
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clear skin and looked perfectly well. Her bowels 
now act regularly. Her appetite is splend jd and she 
eats anything. She gets no indigestion. Her weight 
is now 140^ lb. She played forty-four games of 
tennis in a tournament one afternoon last summer. 
She “ rinks.” Walked nine miles one afternoon on ! 
her last holiday. She has no pain whatever. Her | 
only inconvenience is occasional flatulence, which | 
she easily controls with a little oil. She says she 
feels “ miles better,” and is delighted with her 
condition. 

Case 14.—Dr. A—, aet. 43 years, had suffered 
since a youth from marked constipation. It has 
become progressively worse, so that for ten years 
previous to his operation he had been absolutely 
dependent on purgatives for an action of his 
bowels. 

With this constipation had come on a pro¬ 
gressive feeling of lassitude and mental disability 
with loss of appetite, almost constant headaches 
and sleeplessness. 

These symptoms were all aggravated by a 
marked period of constipation. He had a chroni¬ 
cally furred tongue. 

He has had no pain. 

He was treated medically by West-End specialists 
for two years with purgatives, enemata, diet, 
massage, etc., but got progressively worse. 

Endeavouring to fight against his condition, and 
thinking he might be hypochondriacal, he went on ! 
until life became unbearable. 

At this time he took aloin gr. x every night and 
enemata of olive oil, which gave temporary relief 
at times. His weight was at this time 116 lb. 

A lateral anastomosis was performed in July, 
1907. 

I saw him in January, 1911, and he says that 
his bowels have since acted quite easily and 
regularly, and at first required no purgatives at all. 
Irately an occasional purge has been necessary. 

He has had no pain. His tongue has cleared. 
His skin has become much lighter and clearer. 
His appetite has returned. His desire for work 
has returned, and with it a feeling that its per¬ 
formance did not demand so much. His weight 
has gone up to 132 lb. He has since worked very 
hard in his practice, and for three years has felt 
absolutely well in every way. 

In the last six months he has got a bit run down 
again, having had no holiday at all for two years. 


He gets an occasional attack of constipation, and 
with it dyspeptic symptoms. This is easily corrected 
with a purge. 

He says that but for having got a little run down 
in his practice he would feel perfectly well in every 
way. 

Case 15.—M. L—, aet. 27 years, female, single, 
had for many years suffered from marked con¬ 
stipation with marked abdominal pain, frequent 
vomiting, and severe headaches.. 

She had herself noticed her skin was getting 
“ dirty.” For nineteen months previous to her first 
operation she had been under the ablest medical 
treatment, but had become progressively worse. 

I She had felt so constantly languid and weary, and 
! this combined with the vomiting and abdominal 
i pain to make her life unbearable. She states that 
! for many months previously she had not been able 
to make any effort, e. g. to walk upstairs, but had 
1 thought this was laziness and tried to fight it. She 
had not been able to conquer it, however, and for 
two years previous to her first operation she had 
done nothing, but was a chronic invalid, spending 
most of her time in bed. Her abdominal pain 
became very marked, and was chiefly in the right 
iliac fossa. She was probably the worst case of 
pain in the series. 

In November, 1901, her appendix was removed, 
and a pyosalpinx found and removed, and the 
adhesions broken down. 

This operation relieved her constipation and 
pain, but in April, 1902, her pain had returned, 
and the abdomen was opened and several adhe¬ 
sions broken down. This again gave complete 
relief, but this was only temporary. 

Two more attempts were made to relieve the 
adhesions, but failed. 

In October, 1903, a colectomy was performed, 
and since then the abdomen has required to be 
opened on several occasions to break down the 
adhesions that have formed. 

These have always been found to be very exten¬ 
sive. The operation is followed by such temporary 
relief as to be of only small service, and this 
case cannot be regarded as a success. All that 
I can be said at present is that she is alive. We 
; must not forget, however, that she was a chronic 
invalid for two years and in a hopeless condition, 
and all other treatment had failed, too, after a 
prolonged trial. 
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Case 16.—E. B—, male, set. 44 years, had 
suffered for many years from constipation, which 
was of a marked degree. He had often gone a 
week without any action of the bowels. He had 
taken ol. ric. §j every night for a week with no 
effect. This constipation had for the last three 
years been accompanied by attacks of abdominal 
pain, and these attacks during the last year had 
been often very severe. 

He had vomited quite frequently for about six 
years. During the last twelve months he had 
vomited nearly every day, and often several times 
a day. He had vomited no blood. He said he 
had got very irritable, and was losing interest in 
everything and always felt seedy. 

Some of his friends had remarked on his sallow 
skin, but he himself had not noticed this. 

His pain was awful for the few months preceding 
operation. His appetite was gone, and he felt 
absolutely miserable. His weight was 118 lb. 

In December, 1904, the ileum was divided and 
put into the rectum. After this he suffered a good 
deal from pain and distension, and the colon, being 
obviously distended, it was removed. 

In November, 1906, at this operation the 
stomach was found dilated and the pylorus fixed to 
the liver and gall-bladder. These adhesions were 
thoroughly divided. 

He went on very well until April, 1907, when 
his stomach dilatation caused distress and a gastro¬ 
enterostomy was performed. 

I saw him on February 1st, and he looked a 
perfectly healthy, flourishing man of about thirty- 
five. 

He says he has absolutely no pain, is perfectly 
well in every way, and does exactly as he pleases. 

His weight is 161 lb. His bowels act normally. 

The most critical questioning convinced me that j 
his health was perfect in every way, and the graphic 
description that he gave of his ability to deal with 
a dinner at Simpson’s showed that a short- ! 
circuiting performed over six years ago had not 
been followed by any necessity to curtail his 
pleasure or life in any way at all. 

His doctor, in reply to my inquiry as to his 
opinion of his patient, writes : 

“ I knew him for a few months before his 
operation, when he was evidently at the end of his 
tether. He had the greatest difficulty in getting 
through his work, and was generally at home ill 
for half the week. When I used to see him at 
borne he was practically always sitting huddled up 
in a chair, retching and groaning and unutterably 


miserable. He jumped at the idea of any surgical 
treatment that promised any hope of relief, with 
the results that you have seen. 

“The last time I saw him, now about a year ago, 
he was absolutely and robustly fit, and he writes 
me at intervals that this is now his permanent 
condition.” 

Case 17.—A. G—, female, single, aet. 38 years, 
was admitted on July 16th, 1910, with a history of 
constipation of five years’ duration. Since then 
she has been , quite dependent on purgatives, and 
has been treated by her doctor. During the 
summer of 1909 she was in bed for three months, 
and before Christmas, 1909, was in bed in a 
hospital and was treated with many different purga¬ 
tives and enemata, but without improvement. All 
the intestinal antiseptics were tried in turn, and 
she took lacto-bacilline for a year. She nearly 
always has a headache, and wakes in the morning 
without feeling refreshed. She is always tired. 

She has a heavy feeling constantly present in 
the abdomen, and pain in the epigastric angle. 
She has a constant foul tongue, and her teeth were 
markedly carious. Lately she has vomited after 
nearly every meal. 

It is noticeably difficult to get exact information 
from this patient, as she seems to be very confused 
and is mentally very dull, especially when one takes 
into consideration her social standing. 

On admission —Her skin is markedly sallow and 
pigmented in places. She is mentally dull, almost 
suggesting that she might be under the influence 
of some drug. 

She has a large cystic thyroid, which was large 
enough to raise the question of the advisability of 
giving an anaesthetic. 

On July 20th a lateral anastomosis was made 

She was discharged on September 18th, 1910, in 
excellent health. 

Skiagrams show that a bismuth meal is all in the 
rectum in under twelve hours. The bowels act 
easily and regularly. The headaches are gone, and 
she is now* quite bright. The cystic thyroid is quite 
small now, and the patient says 'she feels better 
than she can ever remember doing. 

The doctor now writes to say “that she is now 
certainly very much better. Her tongue is now 
clear. Her bowels act regularly. Her vomiting 
has stopped. Her goitre is less by more than a half. 
She is putting on flesh. I am convinced that your 
operation was the only rational treatment.” 

Case 18.—D. C—, female, single, aet. 22 years, 
had been constipated ever since childhood ana 
required frequent medicines. This had become 
much worse since she was fourteen. At this time 
if she took no medicine her bowels would not act 
for fourteen days. She has had frequent attacks 
of abdominal pain, and this is worse when the 
bowels act. 

Later, in spite of frequent purges and enemnia, 
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her bowels became more confined and the pain 
after an action aggravated. It would last for several 
hours, and necessitate her lying down for that 
period of time. 

She noticed frequent attacks of abdominal dis¬ 
tension, and that she was getting much darker 
under the eyes and on the stomach. 

The attacks of pain became so severe that life 
became unbearable. She lost her appetite and had 
frequent bilious attacks and headaches, for which 
she could find no explanation. 

In 1908 the ileo-pelvic colon was freed from 
adhesions, and this was followed by temporary 
improvement. 

In August, 1909, an ileo-colostomy was performed. 
At first she improved greatly, but a return of abdo¬ 
minal discomfort gave reason for the colon to be 
removed in February, 1910. 

She improved greatly after this, put on weight, 
and says she felt splendid in every way. Her bowels 
acted easily. 

In February, 1911, it was necessary to relieve 
an adhesion that bound down the small intestine. 

This girl is now quite a different person. Her 
bowels act regularly and easily. She has no head¬ 
aches or nausea. The cystic changes in her breasts 
have gone. She is putting on weight. Her skin 
is clear and clean. 

She says she feels absolutely well. 

Case 19.—S. K—, male, aet. 22 years, had 
suffered with constipation since a child. This 
was accompanied by pains in the abdomen. He 
had felt unfit for many years, and even when at 
school had marked pain in the left side of the 
abdomen. 

In 1901 he said the pain first became marked. 
It used to come on when he got up in the morning, 
and he used to regurgitate a sour material. This 
used to occur at that time, and then disappear for 
a fortnight to reappear again. He used to notice 
that he felt tired and depressed and never wanted 
to do anything. 

In 1905 he used to get “horrid tastes in his 
mouth.” The pain became much worse and he 
frequently vomited; for this he could find no 
apparent reason, but thought it came on most 
often after dinner. He had at this time frequent 
headaches. 

In December, 1905, the pain became most 
marked in the right side, and his appendix was 
removed. 

After this operation the pain in the right side 
disappeared, but he suffered from increasing pain 
in the left side. He was still very constipated. 
His skin was almost yellow. He became very thin 
and his weight fell to 122 lb. 

The symptoms for which he sought relief were 
the constant offensive smell, which was perceptible 
to others, for which his mother had bathed him 
frequently and constantly changed his sheets^md 


clothing, but without effect, and the marked abdo- 
1 minal pain, which came on in the late afternoon, 
and with his headaches and vomiting had latterly 
prevented him following his occupation. 

On admission these statements were verified. 
His lips were opaque. There was no question 
about the offensiveness of the smell. His iliac 
colon was tender and felt as a straight tube fixed 
in the left iliac fossa. 

He was very thin and wasted. He was a dirty- 
brown colour. 

In November, 1906, the colon was removed to 
the splenic flexure and an ileo-colostomy per¬ 
formed. 

Within three days of the operation the smell had 
gone, and there was a very noticeable diminution 
in the skin pigmentation. 

I I saw him on February 13th, 1911. He now 
looked a perfectly clean, healthy-looking man. He 
is well nourished. His bowels act regularly with¬ 
out medicine; his motions are perfectly formed. 
He has no abdominal pain or tenderness at all; 
his headaches are gone. His weight is now 150 lb. 
His outlook on life is as different as possible. The 
offensive odour has gone, and his skin pigmenta¬ 
tion has disappeared. He plays football, runs, 
cycles. He works as hard and as normally as any 
other man. 

Case 20.—N. B—, female, single, aet. 26 years, 
had, previous to the age of thirteen, suffered from 
“ bilious attacks,” of which she had two or three a 
week. At that age she became a barmaid and 
has been one since, having long hours of standing. 
At the age of fourteen she began to notice she 
was constipated, and since then this has become 
progressively worse, so that for the last eight 
or nine years she has been quite dependent on 
medicines, and by the aid of various aperients gets 
an action every three to five days. Occasionally 
the interval between the actions has been fourteen 
days. Her motions are usually loose and cause 
pain. She has had attacks of pain in the left iliac 
region since fourteen. 

She says that at the end medicines and enemata 
were almost useless and caused great pain. 

She has suffered from severe frequent headaches, 
which she describes as fearful.” The headaches 
were often relieved by an action of the bowels but 
would recur in a day or two. 

She had been medically treated at various 
hospitals since 1905, but her condition became 
such that she felt tired and weary and desperate. 

She had not been able to do any work for some 
time previous to her operation. Her weight went 
down to 100 lb. On admission she was a pale 
woman, whose skin was dirty but showed no 
localised areas of staining. Her breath is un¬ 
pleasant. Cystic changes are marked in both 
breasts. Her abdomen is tender on palpation. 

On July 22nd she was given a bismuth meal : it 
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was followed, and a marked delay in the progress 
noted in the colon. 

On August 18th an ileo-colostomy was performed 
and the colon excluded. 

The abdominal adhesions were most marked 
round the ileo-pelvic colon and the left ovary had 
undergone cystic degeneration. 

I saw her on February 6th, 1911. She now looks 
well, with a full face, a clear eye, and a clear skin. 
She says she feels infinitely better, and states that 
it was “lovely 10 feel well.” 

Her headaches were practically gone. Her 
bowels act daily and require only an occasional 
purge Her abdominal pain has gone. She has 
not observed that she has put on much weight. 
The cystic changes in the breasts have gone. 

Her only trouble now is that she occasionally 
gets attacks of flatulence with distension and some 
pain. She has only had these in the last two 
months and describes them as really trivial. 

Altogether she says she feels “ wonderfully 
better.” 

Case 21.—M. T—, female, single, set. 32 years, 
had suffered for years from constipation, and for 
two years previous to treatment had been quite 
dependent on purgatives, enemata, etc. She had 
during the last few years passed mucus, and this 
had become very bad. 

She had had much abdominal pain in acute 
attacks for the last five years. 

She had had her appendix removed, but this had 
had no effect on the pain. 

The gall-bladder had been explored, but no gall¬ 
stones were found. The caecum had been opened, 
and the colon irrigated to get rid of the mucus. She 
had had attacks of retching, but no actual vomiting. 

She had had almost constant headaches, and was 
always tired, and used to get very depressed. 

In February, 1909, she was very ill indeed and 
markedly wasted. Colectomy was performed. 

She was awfully bad after the operation, and 
went through a tedious convalescence. A fecal 
fistula opened on to the abdominal wall. 

I saw her again on February 14th, 1911, and she 
said she was “awfully well,” and she certainly 
looked it. She could do anything. The mucus 
had entirely disappeared. She gets about, and can 
walk several miles without fatigue, and fibs every 
hour of the day with various occupations. Her 
one trouble now is her faecal fistula. She has so 
markedly improved in health that an operation 
will be performed to close it. 

Case 22. —G. C—, female, single, aet. 37 years, 
had suffered for years from a marked degree of 
constipation, which had become much worse in the 
last twelve months, during which time she says 
that medicine had had no effect. Her headaches 
had been very bad during this time, and there 
\us marked abdominal pain. She had frequently 
vomited. She had lost a lot of flesh, and lately 


became listless and lifeless, noticing that she 
very easily tired. 

Her skin was noticeably stained, and she suffered 
badly from cold hands and feet. She had been 
treated ad nauseam by medicine, enemata, etc., 
and in the end had to give up her occupation as a 
teacher because of the constant headache and pain. 
She states now that she had become absolutely 
hopeless. 

On August 28th, 1908, the abdomen was opened, 
the ileum divided, and united to the rectum by a 
lateral anastomosis. 

1 saw her on February 6th, 1911, and she says 
that she is markedly improved in every way. Her 
bowels now act regularly with the help of an 
occasional purge. The headaches are practically- 
gone. Her pain is now negligible. 

Her only trouble, she says, is that at times she 
gets attacks of flatulence. 

She cannot give the exact figures, but her weight 
has most definitely gone up, and she has returned 
to work. 

Case 23.—W. B—, female, single, aet. 19 years, 
has been constipated ever since she can remember, 
but it has become more marked in the year 1909, 
and at times she has gone three weeks without any 
action of her bowels. 

She has had abdominal pain, which was first 
noticed six years ago. It used to come on for no 
reason apparent to her, but it was always better if 
she lay down. During the last five years the pain 
has been chiefly associated with the act of defalca¬ 
tion. It has become much worse in the last few 
months. 

She has suffered from frequent and distressing 
headaches, which she has noticed were much 
worse during periods of extreme constipation. 
She has had frequent attacks of nausea, but has 
only vomited on a few occasions. She has 
suffered markedly from a defective circulation in 
the form of cold hands and feet. Her complexion 
has been getting very dirtylooking, and during the 
last six months she has lost much flesh, and not 
felt at all fit for her work. 

She has been treated off and on for five years, 
and constantly during the last few months. 

Purgatives have gradually become less effective, 
and now she takes ol. ric. jy every night, with only 
an occasional effect. Until the last few months 
enemata were of service, but lately she has had even 
two a day without any result. 

She consented to surgical treatment mainly 
because of her abdominal pain. She had no desire 
to go on as she was, and her nausea and lack of 
interest in anything made her feel that she did not 
care much what happened. 

On admission her story was confirmed. She 
was noticeably stained under the eyes, in axilke, 
and on the abdominal wall. 

There are marked cystic changes in both breasts. 
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Her teeth are very bad. The sigmoid is palpable 
as a tender, straight tube, bound down by 
adhesions. 

In January, 1910, colectomy was performed. 
The sigmoid was found firmly fixed by adhesions, 
and the left ovary caught up in these adhesions. 

She was re-admitted in January, 1911, with 
acute abdominal pain of six days’ duration. The 
abdomen was opened, and a coil of small in¬ 
testine found bound down, and this was freed. 

She says that apart from this recent trouble she 
has had no pain whatever. 

The bowels have acted quite regularly since, 
and she has had no headaches. She has put on a 
great deal of weight, and looks fat, and as well as 
possible. Her skin is now quite clear and clean, 
and her mental state is very much improved. 
The cystic changes in her breasts are quite gone, 
and she expresses herself as having not the least 
doubt of the vast improvement made in her, ami 
she is now anxious to work, and quite keen on 
life again. 

Case 24.—K. H—, female, aet. 27 years, single, , 
had been constipated ever since childhood, and 
had constantly required medicine. 

Since the age of fifteen she has attended various 
of the London hospitals and been treated for her 1 
constipation. 

Since 1903 she has been unable to do regular 
work because of the pain and constipation. Since 
then she has tried at various situations, but has 
not been able to stay on at them. 

In 1904, although she was treated for her con¬ 
stipation at a London hospital, her bowels were 
opened on an average once in two or three weeks. 

She did five weeks’ work in 1905. 

In 1906 she began to pass mucus, and was in 
hospital for seventeen months. An appendicostomy 
was performed. This wound was kept open for 
eight weeks, and for six weeks a tube was put in 
and the bowel washed out with about eight pints 
of fluid each day. This did not relieve her 
condition. 

At the end she took n\yij of croton oil twice 
a week for some months, and this was attended 
with acute pain and vomiting. It now produces 
a single motion. 

She has been quite unable to do continuous 
work because of a feeling of constant dizziness and 1 
acute abdominal pain. These were associated with 
acute headaches and faintness. She wakes in the 
morning quite unrefreshed, and has a headache. 
Her hands and feet are clammy and cold. 

On admission .—Her skin is coarse and markedly 
pigmented, especially under the eyes and axillae. 
She is thin, and says she has lost flesh lately. 
The cystic changes in her breast are marked. 
Her abdominal pain is not acute, but consists of 
a dull heaviness. There is much backache. 

On July nth, 1910, a lateral anastomosis was 


made, the lower end of the ileum being put into 
the upper part of the rectum. She was discharged 
cn September 14th, 1910, and was very cheerful, 
and in excellent health. Her bowels act regularly 
and easily. 

I saw her again on February 27th, 1911, and 
she says she is “ infinitely better. Her skin 
staining is markedly improved; her bow.els act 
regularly, and require no aperient at all; her 
weight has gone up, but she cannot give the exact 
gain in pounds; her appetite is immensely improved ; 
her headaches are gone, and are now- only occa¬ 
sional ; she has had no pain, but has at times some 
distenMon and flatulence. 

Case 25.— K. \V —, female, single, set. 18 years, 
was admitted on July 26th, 1908, with a story of 
severe constipation, which had become very marked 
during the last four years. Accompanying this 
was marked abdominal pain. For the last three 
years the act of defalcation had been attended 
with much abdominal pain. She had taken 
constant large doses of medicine with little effect, 
as in spite of it her bowels had only acted about 
every four days, as a rule, but on many occasions 
had not done so for three weeks. She had not 
actually vomited, but used to be frequently 
regurgitating a sour material. Her appetite was 
quite gone. She had almost constant headaches. 
She has lost weight rapidly lately ; she has noticed 
she is getting “ dirty looking.” She is getting 
progressively weaker, and finds increasing difficulty 
in doing her work. She did not want to do 
anything, and simply wished to be left alone and 
lie about. 

On admission. —She looks ill; her skin-staining 
is marked; her lips and gums are anaemic : her 
breath is foul. She is suffering from a severe 
headache. 

There are marked tender areas in the palpation 
of the colon. Given a bismuth meal, a marked 
delay in its course through the colon was found. 

An ileo-colostomy was performed in July, 1908, 
and the ileo-pelvic colon was found tied down by 
adhesions. The left ovary was cystic. 

She was discharged on September nth, 1908, 
her bowels acting easily, and requiring only a 
slight purgative, and said she felt perfectly well 
again. 

I saw her on February 7th, 1911. She feels 
very much better in every way; the headaches 
are practically gone ; the bowels act daily; her 
weight has gone up. As regards her appetite, 
she “eats wonderful now.” Her friends say she 
looks better, and her yellow colour has gone; 
there is still a little staining. She went straight 
back to work as a domestic servant. Her only 
trouble is an occasional attack of flatulence and 
distension. 

(To be continued.) 

June 5th, 1911. 
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A LECTURE 

on 

METHODS OF PRODUCING ANAESTHESIA 
BY THE COMBINED USE OF 
ALKALOIDAL SUBSTANCES AND 
GENERAL ANESTHETICS. 

Delivered at University College Hospital. 

By DUDLEY BUXTON, M.D., B.S., M.R.C.P., 

Lecturer upon Anaesthetics in University College Hospital 
Medical School and Anaesthetist to the Hospital, 
and to the Royal Dental Hospital, London; 
Consulting Anaesthetist to the Hospital 
for Paralysis, Queen Square. 


Gentlemen,— The demands of modern surgery 
are very different from what were the requirements 
of those who operated in the days when anaesthetics 
first came to the aid alike of the patient and of 
the surgeon. Then it was that mere insensibility 
to pain appeared to be the end and aim of 
anaesthesia. When, however, anaesthesia and asepsis 
became accomplished facts, surgery extended its 
borders, and practically every procedure, however 
fraught with danger and difficulty, became enfolded 
within the province of the surgeon. But as opera¬ 
tions grew in severity and complexity the demand 
arose for additional aid from the anaesthetist. No 
longer could he remain the mere handicraftsman who 
practised a few routine methods, the rules of which 
were precise and almost immutable. To-day the 
surgeon in his more arduous tasks needs the 
anaesthetist to possess a knowledge co-terminous 
with his own and to practise an art which can be 
varied in its application to suit alike the exigencies 
of each patient, however grave his condition, and to 
facilitate the surgeon’s work by producing in the 
environing circumstances conditions favourable to 
his undertaking. The risks which must be accepted 
to-day would have been regarded not many decades 
ago as definite contra-indications alike to giving an 
anaesthetic and performing an operation. 

Snow formulated the dictum that if the surgeon 
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regarded a patient as in a fitting condition to j 
undergo an operation, the anaesthetist must pro- j 
nounce him able to take the anaesthetic. To-day : 
we find other views advanced by many operators, | 
who base their opinions upon their experience and , 
upon the results observed after various methods of [ 
inducing anaesthesia. It is f probable that a wider 1 
experience would in many cases modify such views, I 
and lead those who propound them to recognise . 
that anaesthesia has widened its borders as much j 
as has surgery. Its methods are no longer few, 
nor are they stereotyped. If one plan gives 
unsatisfactory results, others remain which the 
well-informed anaesthetist is prepared to adopt. 
Many of the failures in anaesthesia arise through I 
the prevalent plan of precluding the anaesthetist 
from an opportunity of studying the case and of 
laying his plans after examining the patient. He : 
is too often expected to undertake on the spur of 
the moment a task which presents as many diffi- ■ 
culties to him as does the operation to the surgeon. 
The latter w r ould decline to accept the responsibility 
of his work without a careful preliminary study, I 
while the former is usually expected to waive all 
such opportunity of mastering the case. 

The modern anaesthetist, relying upon his expe- 1 
rience of surgery and of the pharmacology of 
the drugs he employs, can do much. The con¬ 
ditions of the problems are those involved in the ! 
actual state of the patient at the time of the opera¬ 
tion, the known effects of any drug or drugs he j 
employs upon patients suffering from some patho¬ 
logical disability, as well as the requirements of 
the surgeon. So much, however, is but the initial 
and easiest part of his task. He must be able to 
foresee how these conditions affecting the patient 
will become modified during a prolonged opera¬ 
tion, and must lay his plans accordingly. 

Even in the earliest days of anaesthesia it was 
recognised that two of the greatest perils of narcosis 
by inhalation were the dread engendered in the 
patient by the anaesthetic, and the liability of his 
tissues becoming so saturated by large quantities j 
of the anaesthetic inhaled as actually to produce j 
toxaemia, often fatal. To-day the dread is inten¬ 
sified, as so many patients recount their experiences j 
and detail both their after-misery when excessive 
doses have caused undesirable after-effects and 
recount their recent perusal of some inquest upon 
a person who died under or from an anaesthetic. 


Undesirable as such a frame of mind may be in 
the case of a person of normal mental and physio¬ 
logical balance, it becomes a grave peril in the 
case of persons prone to nerve-storms and circula¬ 
tory collapse—for example, in patients suffering 
from Graves’s disease. 

Even in the day of the inception of anaesthesia 
the suggestion was made by Claude Bernard that 
it would be possible by giving a preliminary dose 
of morphine to lessen the amount of the general 
anaesthetic required to lull to unconsciousness, 
while lessening the suffering of the patient arising 
through fear, and thus avoiding some of the psychic 
shock. Bernard suggested that morphine should 
be employed antecedently to chloroform. Then 
somewhat later Nussbaum, Kappeler and others 
adopted this plan. It was very largely used in 
the Franco-Prussian war, mainly by the method 
advocated by Dastre and Morat, that, namely, of 
employing morphine and atropine antecedently 
to chloroform. Poncet found that a very large 
number of the persons upon whom the method 
was practised showed bad results, and so he 
deprecated its employment. 

I need not go into detail into the many other 
kindred methods which have been suggested, 
such as the employment of chloral before chloro¬ 
form, of morphine with ether, of veronal more 
recently, and that of chloretone. Quite early in 
the history of anaesthesia we find the employment 
advocated of narceine and various alkaloidal bodies, 
as well as of opium, but their use fell into 
desuetude through the work of Poncet and of 
others, which appeared to demonstrate that the 
morphine given before chloroform introduced a 
further danger into the case, viz. that of paralysing 
respiration. It will be necessary to consider more 
in detail what are the physiological effects of the 
alkaloidal bodies. Bridging over the time between 
1847, when chloroform became an accepted fact, 
until 1890, when Schmidt separated the body 
scopolamine from the scopolia japonica, we enter 
upon a new era, even though it was some ten years 
after the discovery of scopolamine that Schneiderlin 
first advocated its employment in conjunction with 
morphine to produce anaesthesia. The idea of 
Schneiderlin was that there are a large number 
of cases in which chloroform, ether, and the various 
inhalational anaesthetics are contra-indicated, and 
as it had been known for a long time that morphine 
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could produce competent anaesthesia in the lower 1 
animals, he thought it could be used for human 1 
beings. In order to minimise the danger of 
morphine he proposed to add to it other alkaloids, 
thus producing anaesthesia, while at the same time 
safeguarding the patient from the dangers of the 
alkaloidal bodies when given singly. It can be 
readily seen that the whole of this theory rests 
upon our increased knowledge of the pharmacology 
of these alkaloids. We know now, and the know¬ 
ledge has come to us gradually, that if various 
alkaloids are used in combination they will assist 
one another in certain ways, while they will 
antagonise each other in other directions. The 
one will lessen the danger of the other, and the 
other will lessen the danger of the first, while 
the two working synergently will produce an 
enhanced action in one direction. The problem 
then presented was to recognise which of these 
alkaloids could be best employed, and whether they 
could be utilised in such a way as to abrogate 
entirely the use of a general anaesthetic. Let us 
consider that point. Obviously in selecting a 
group of alkaloids for use in this way we must be 
fully aware of their physiological action. Let us 
take hyoscine, which we must regard as being 
pharmacologically the same as scopolamine. It 
has been pointed out by a large number of 
observers that the actions of scopolamine and 
hyoscine appear to differ, and that a sample of 
scopolamine or hyoscine may differ from another 
sample according to the source from which it is 
prepared. Many of the dangers, and difficulties, 
and drawbacks which have been laid to the door 
of these drugs have arisen through the employment 
of preparations which were not pure, that is, in 
the sense that other alkaloids were present. Such 
preparations we cannot regard pharmacologically 
as hyoscine. The easiest way to understand the 
intricate working of these alkaloids is to compare 
their action with that of drugs with which you are 
familiar. Comparing hyoscine with chloral, it is 
noticed that the patient who takes hyoscine does 
not become so confused as is the case with 
chloral; he sinks into a light sleep, a condition 
of singular tranquility which we may well term 
a “lotus sleep”—he is between sleeping and 
awakening; in this state he may know what is 
going on but is prepared to accept whatever 
happens in a happy frame of mind. In this 


respect hyoscine differs from opium. Although 
morphine in small doses produces a condition 
which has been rather happily described as “a 
brown study,” yet in the doses which are commonly 
employed morphine produces a much heavier 
soporific effect than does hyoscine. The patient 
taking hyoscine in small quantity is easily roused, 
and does not show any evidence of having taken 
the drug, whereas a patient who has had morphine 
will be somewhat heavy and will be inclined to 
doze even though he may be roused sufficiently 
for the moment. Hyoscine agrees with morphine 
as regards its effect upon the respiratory centre, 

1 and that is an important point. It differs from 
| atropine and agrees with morphine in that it 
lessens the excitability of the respiratory centre. 
If we use scopolamine and morphine together we 
shall have a deeper sleep produced than when 
hyoscine is used alone, and there would be a 
I certain definite depressant action upon the 
I respiratory centre, an action which would be 
opposed by atropine. With this knowledge we 
j are led to employ atropine in this combination in 
order to stimulate the respiratory centre. Further, 
we know that atropine will produce various 
spasmodic conditions and will affect the motor 
j centres, and this is met by the antagonism of the 
morphine. Thus these bodies mutually assist in 
| scftne ways and antagonise in others, and we obtain 
what appears to be practically an ideal combination 
in atropine, scopolamine and morphine. We knovy, 
i further, that when morphine is pushed, larger 
doses being employed—a point to dwell upon 
because many of the difficulties which have arisen 
have been through excessive quantities of morphine 
being employed—the respiration is slowed from 
the commencement, it becomes much more slow, 
and eventually a condition obtains which is familiar 
to us in the “ Cheyne-Stokes ” type of breathing. 
Experience has shown us that this condition is less 
| liable to occur when morphine is associated with 
atropine and with scopolamine. The effect upon 
metabolism which hyoscine exercises may be next 
considered. At one time it was thought, by 
Whitacre and others, that a fatty degeneration of 
the liver and kidneys was the necessary result of 
the employment of scopolamine. Nicholson, who 
examined the question later, denied that such 
changes arose. He gave scopolamine in fairly 
j large doses to the lower animals, such as the rat, 
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for fourteen consecutive days, and found that fatty 
degeneration never occurred. And he further 
stated that the dose of scopolamine to produce 
any toxic effects is very considerable. Pursuing 
that point further, we know from a very large 
number of cases in which the drug has been 
employed that scopolamine as such does not 
produce toxic effects upon human beings, except 
in such doses as would never be employed in the 
present day. The toxic effect it produced would 
reveal itself by affecting the respiration: there 
would be cyanosis, and eventually a profound 
toxaemia akin to that of morphine. Upon meta¬ 
bolism it has this effect: large doses produce an 
increase in the solid constituents of the urine, 
evincing that there is increased tissue change. It 
is worth while to compare—and the sequel will 
make this plainer—the depressant action of the 
various alkaloids. Morphine comes first as being 
the most depressant. We then have conine, nar¬ 
cotine, and at the other end of the pole we have 
strychnine. The employment of scopolamine and 
morphine has been suggested, as I have said, 
originally for the production of anaesthesia without 
the use of a general anaesthetic. Except in the 
case of midwifery, I believe that this idea has 
been given up. The school of Gauss has employed 
it very largely in parturition, but most other 
surgeons who have adopted it have merely 
employed it in connection with the ordinary 
method of producing surgical anaesthesia, either 
by inhalation, by local analgesics, or by subdural 
injection of analgesics. And although I will briefly 
describe to you Gauss’s plan, I shall direct your I 
attention mainly to what will interest you more, I 
perhaps—the application of scopolamorphine ante¬ 
cedently to chloroform or to ether. 

The plan adopted by Gauss was, when you are 
using scopolamine, first to test what quantity the 
patient can safely take. He commenced by giving 
a test dose of gr and watched the effect. 
If nothing particular happened, then he considered 
the case would be satisfactory for the method. 
He then gives a dose of from to T £y gr. 

of scopolamine, and a quarter of a grain of 
morphine. This is for parturition. The woman 
was then allowed to sleep, and if in an hour’s time 
he found she could easily be roused, he let her 
sleep again and then gave her a second dose, 
rather less in quantity, about T \-^ gr. of scopolamine 


and ^ gr. of morphine. This he expected would 
render the woman not easily roused ; she would 
sleep heavily. If, however, there was any move¬ 
ment, he repeated the scopolamine, but still in 
smaller doses, gr. at intervals, omitting as 
a rule any .additional dose of morphine, and he 
states that it is possible to keep a person in this 
condition of deep sleep for days. At the actual 
time of parturition he would judge what dose by 
giving first a small dose and then showing the 
woman some article, such as a pair of scissors, and 
she would recognise them. If later on he showed 
her the same thing again and she did not recognise 
it he would consider she was getting into the 
amnesic state at which he was aiming, and he 
would regard this depth of sleep as satisfactory, 
the dose being gauged by the ability of the 
woman to recognise objects. He found in a large 
number of selected cases that the woman in most 
instances forgot the act of parturition, and that 
both the child and the woman came out of the 
condition unharmed. It appears, however, that in 
a certain number of cases the child is cyanosed. 
There have been deaths when this method has 
been pursued, but they have been attributed to 
causes other than the anaesthetic. But I think it 
has been recognised now by a large number of 
those who adopt the plan that it is an unsafe 
method unless the patient is constantly watched 
and under the skilled supervision of a nurse or 
medical practitioner. Nor is it a method which can 
be resorted to indiscriminately, and never outside a 
hospital unless skilled and constant attendance is 
at hand. 

Now, passing on to the employment of these 
drugs before a general anaesthetic, we may review 
the various methods which have been adopted. 
The main object, of course, is to lessen the trepi¬ 
dation of the patient—to make him pass into a 
condition of “dawning sleep,” so that he will take 
the general anaesthetic without fear, and so that there 
will be none of the reflex shock or resistance to it 
with which we are so familiar when the patient has 
to inhale the anaesthetic. And a further object 
is a diminution of the quantity of the general 
anaesthetic inhaled. Even for a prolonged opera¬ 
tion a comparatively small quantity of chloroform 
or ether will be requisite when scopolamorphine 
has been injected before the inhalation. 

We have to discuss the method, and what general 
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anaesthetics there are most adapted for use with 
scopolamorphine. It has been largely employed 
before nitrous oxide gas, before ether, both by 
“open” and “closed” methods, and before 
chloroform. It has been asserted by some that 
scopolamorphine is unsafe when given before ether ; 
but there is, I think, no doubt that the statement 
is based on incomplete information. The combi¬ 
nation can be employed, indeed, before any of the 
general anaesthetics with which we are familiar, 
and it constitutes a desirable preparation when 
the patient has to undergo the ordeal of spinal sub¬ 
dural injection, since there is no doubt that this is an 
ordeal to most persons, and is a very severe test of 
moral courage to those who have to face an opera¬ 
tion, even though they may not feel pain. A 
modification of the method is the use of veronal, or 
some such drug, given on the night preceding the 
operation, when the general anaesthetic is to be taken 
on the following morning. Some surgeons are in 
the habit, as in the case of Dr. Crile, of accustom¬ 
ing the patient to the anaesthesia by using three or 
four hourly injections of scopolamine and morphine 
for some days ; each day the patient is carried into 
the operating theatre, ostensibly for examination. 
He adopted this plan in cases of exophthalmic 
goitre to prevent the occurrence of fear-shock—a 
condition very detrimental to the patient. More or 
less under the influence of the morphine and scopo¬ 
lamine, the patient enters the operating theatre, 
and a general anaesthetic is given, the examination 
is made, and then the patient is returned to the 
ward. This having been repeated fora day or two, 
so that the patient has become accustomed to the 
procedure, ultimately, on the day fixed for the 
operation, a somewhat larger dose of scopolamor¬ 
phine is given, the general anaesthetic is again 
administered, and it is pushed to the requisite degree 
of narcosis, and the operation is then performed. 

The Technique of the Scopolamorphine and General 
A ncesthetic Method . 

The ordinary plans adopted are—either to 
give td s' g r * of scopolamine and -J gr. of 
morphine, with gr. of atropine when it is 
desirable to add this alkaloid, or to divide the 
dose and to repeat smaller quantities at intervals 
of three hours, two hours, and one hour before 
the operation. If the injection is given half an 
hour, or even three quarters of an hour before the 


I 

! 


1 


inhalation, the patient may not be sufficiently 
under the influence of the drugs, and in that 
case there will usually be a certain amount of 
struggling. Indeed, it has been alleged that one 
of the initial effects of scopolamine is to cause 
some excitement. Personally, I have not found 
this to be the case. It has been alleged that there 
is more rigidity when scopolamine has been 
employed. This, again, is a statement which has 
not been borne out by my own cases ; and possibly 
when rigidity occurs it arises from a concomitant 
asphyxial condition which has been allowed to 
occur during the giving of the general anaesthetic. 

There are one or two clinical points—points in 
the technique—which have to be carefully studied. 
When the patient is in the stage of “dawning 
sleep” he is easily roused, so to avoid this absolute 
silence is essential. To ensure this it has been 
recommended that the ears of the patient should 
be plugged with cotton wool, so as to shut out the 
noise caused by shutting doors, etc. It has been 
alleged that the irritating effect of ether upon the 
larynx, when this anaesthetic is used, is prone to 
rouse the patient, and to obviate this it is a 
good plan to give a few inhalations of chloroform 
by means of a mask before commencing with 
ether. When ether by the “ open method ” is 
adopted it is essential that atropine should be 
injected previous to the inhalation. Two questions 
may be asked : Why employ scopolamine at all ? 
Why should we not adopt the method of giving 
morphine and atropine alone, since scopolamine 
acts more or less in the same way as morphine ? 
However, if you have followed what I have said 
before you will have appreciated the fact that 
morphine by itself does not give such good results 
as those obtainable by the combination of morphine 
and scopolamine. Morphine, if given alone, does 
not produce the requisite degree of narcosis unless 
doses are employed which greatly increase the 
patient’s danger by narcotising the respiratory 
centre. This element of danger is avoided by the 
combination of morphine and scopolamine. And, 
again, it is quite true that scopolamine, like atro¬ 
pine, is capable of lessening the salivary and 
bronchial secretion, and so the addition of the 
latter drug may appear superfluous. However, this 
effect of scopolamine in the attenuated doses we 
employ is not sufficiently strong to counteract the 
tendency to bronchorrhoea and increased salivation 
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when the “open method” of giving ether is 
adopted, so that the best results follow the employ¬ 
ment of the three drugs—atropine, morphine, and 
scopolamine—before the inhalation is commenced. 
Atropine is of less importance where chloroform 
is employed, and in my practice I employ morphine 
and scopolamine with chloroform and not neces¬ 
sarily the atropine, since it produces dryness of 
the throat, and this may be resented. In another 
direction, however, atropine is valuable. One of 
its effects is to lessen the irritability of the vagus 
nerves, and probably of the vagal centre in the 
medulla oblongata. We know that morphine 
exerts its action upon the respiratory centre, lessen¬ 
ing its function, and we know that atropine sup¬ 
ports respiration by exciting the respiratory centre, 
while at the same time it lessens the activity of 
the vagus, thus minimising the danger of reflex 
heart failure. Thus it is seen that antagonism of 
the salutory kind is evoked by this combination 
of drugs. 

The experiments of Webster 5 * appear to indicate 
that atropine lessens the inhibitory action of the 
vagus, but also acts upon the heart itself, dimi¬ 
nishing its output. As he has pointed out, atro¬ 
pine injected after chloroform has been given 
cannot be regarded as a reliable drug to counteract 
chloroform toxaemia, although it is valuable as 
antidoting both the chloroform and the morphine 
action when it is administered before inhalation 
has commenced. 

Now we may inquire, What are the limitations 
and what are the signs to guide us in the use of 
this method? The limitations, as far as we know 
at present, are those which exist in the case of 
morphine. For those persons for whom morphine 
is an unsafe drug when used by itself the 
employment of scopolamine and morphine in com¬ 
bination will probably be also unsafe. Leaving 
these cases out of the question, it has been said 
that extremely neurasthenic patients are unsatis¬ 
factorily affected by the combination. But it is 
for such persons especially that we require the 
method, and its use is not, I think, always contra- 


below six years of age, have not been subjected to 
the method, I think mainly because young children 
ate those who react badly to morphine. I think 
it is highly probable that if we lessen the dose of 
morphine employed we shall be able to give it to 
even young children. Then it is alleged that 
haemorrhage is increased when scopolamine is 
employed. But this statement is based merely 
I upon the observation of one or two persons, and 
has been opposed by the evidence of a large 
number of others. And when you remember the 
I pharmacology of scopolamine you will realise that 
j there is no valid reason why scopolamine should 
| produce the increase of haemorrhage. Scopolamine 
| and atropine, according to Webster, actually lowers 
blood-pressure, and so their use should restrict 
bleeding. I think it would be unwise to use this 
method for all cases and under all circumstances. 
This is true of all methods. Respiratory dis¬ 
abilities constitute distinct contra-indications, 
whether they arise from advanced pulmonary disease, 
pleural effusion, brain disease producing inter- 
; ference with the respiratory centre, or a spinal cord 
j lesion which renders the thoracic excursion in- 
| adequate. “Blue” patients are bad subjects for 
| morphine while extreme renal disease would 
| probably rule morphine out as dangerous. But in 
j all cases we have to study the individual patient 
| and decide whether the method or some modifica- 
j tion may be adopted, and also what dose of the 
i individual alkaloids it is advisable to give. I have 
j found scopolamorphine answers well with chloro- 
; form and with nitrous oxide: with ether, especially 
5 if given in large quantities, as by the “open” 
method scopolamorphine and atropine should 
I be used whenever possible as they certainly 
j obviate many of the dangerous after-effects common 
I to ether inhalation. A number of deaths have 
j been reported as having followed the use of 
1 scopolamine when combined with morphine. 

| These deaths have been investigated by Dr. 

| Nicholson, of Philadelphia. He divided them into 
| two classes : First, those in which autopsy had 
I been made. Of those cases he found that none 


indicated for them. Patients who are suffering could be attributed to the employment of scopo- 
from Graves’s disease take the scopolamorphine lamine. And in the second class of cases, in which 
quite well. They are not necessarily neurasthenic, there was no autopsy, he found there was definite evi- 
although their nervous system is in a very unstable dence that many factors were at work, so that it was 
condition. Children,again, or very young children impossible to arrive.at any accurate decision as 
~ • ‘Bio-ChernT Journ.,’ vol. iii, No. 3. ~ i against scopolamine. There is no doubt, however, 
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that certain deaths have been associated with the 
method. Two are reported by Binne, both of 
which he himself admits were due to the incautious 
employment of a large dose of morphine. And it 
would appear that the cyanosis and suffocation, the 
lessened ventilation of the lungs, and the delayed 
elimination of the chloroform owing to this de¬ 
creased air exchange, are due more to the morphine 
than to the scopolamine, so that in cases where 
there is any interference with respiratory action 
it is better to lessen the quantity of morphine, or 
even omit it, rather than to forego the method 
altogether. 

There have been various other drugs which have 
been vaunted as useful additions when this method 
is employed : cactine, a proprietary medicine, is 
somewhat flamboyantly described as “perfecting ! 
the combination.” As a matter of fact the addition | 
of cactine to morphine and scopolamine does not 1 
appear to have proved of any great value. In 
the doses suggested, ^ gr., there is some doubt 
if cactine is operative in the direction of energising 
the heart and supporting blood-pressure. 

Then let us consider how far the use of scopo¬ 
lamine and morphine modifies the routine of giving 
the general anaesthetic. We know, of course, 
that it is said that it will lessen the respiratory 
vigour, will produce changes in the ocular pheno¬ 
mena, and will produce certain intensive effects of 
general anaesthetics upon the patient. To meet this 
we have to diminish the quantity of the general 
anaesthetic employed, and we have to adopt other 
guides than those upon which we rely under 
ordinary circumstances. The ocular phenomena 
are masked by the antagonism of the atropine, the 
morphine and the scopolamine when given together. 
They usually produce a slight dilatation of the 
pupil, and the pupils remain unchanged even in 
the earlier degrees of narcosis, so that for guidance 
the ocular phenomena are less to be relied upon. 
Then, ag^in, the patients are really ready for opera¬ 
tion in many cases before the actual loss of con¬ 
junctival reflex, so that we are able to give the 
word to the surgeon to start before the ordinary 
sign, namely, the conjunctival reflex being abolished, 
has made itself evident. We are guided entirely 
by the respiration. When the respiration has 
settled down to the familiar steady breathing of 
chloroform anesthesia* then we know that the 
surgeon may proceed. It has been noticed when 


scopolamine and morphine have been used by 
themselves that when the skin incision is made the 
patient frequently winces, and at one time this 
was thought to be a sign that the patient was not 
fully under the influence of the drugs. We now 
know that it is a usual phenomenon ; the patient 
does not feel pain, and the slight leg movement 
is not a sign that the narcosis is too slight for opera¬ 
tion even under a general anaesthetic. My experi¬ 
ence is that after this slight drawing up of the 
leg no further movement occurs. 

The last thing which I have to mention is this : 
that the patient will sleep for hours after the opera¬ 
tion is completed. That is at once a danger and 
a benefit. These people will very often awaken 
two or three hours after the operation is completed 
with an absolute loss of memory of all that has 
happened after the hypodermic injection has been 
given, and that is a great advantage. Nurses, 
whose testimony is of considerable value, tell me 
they have much less trouble with patients who 
have been anaesthetised by this method than when 
no initial scopolamorphine has been used. But if 
the patients are not watched respiration may be 
hampered by posture or what not; they may vomit, 
and if there is not a nurse or someone at hand 
there is a danger that they may be asphyxiated 
during the period of recovery. These patients 
remained bemused for a long time. You have to 
remember that owing to the superficial character 
of their respiration, elimination of the anaesthetic 
is in their case extremely slow, and it will be a 
long time before the whole of it is removed. 

These are the main points to be considered in 
the employment of these alkaloids before general 
anaesthetics. In closing I would say that in order 
to remedy the alleged danger which I have 
spoken of from morphine, it has been suggested 
that we should employ mixtures of alkaloidal bodies 
of opium, which can now, owing to the work of 
Dr. Sahli, be obtained in the form of chlorides, 
and by a combination of these alkaloidal bodies 
yoi\ can get as good a morphine effect without 
the undesirable by-effects incident to the use of 
morphine. 

The mixture of such alkaloids is now obtainable 
under the name of “ Omnipoid,” and is of un¬ 
doubted value. 

June 12 ih, 1911. 
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A CASE OF VENTRAL HERNIA 
AND A CASE OF ARTHRITIS 
OF THE KNEE.* 

By EDRED M. CORNER, M.A., M.B., B.C., 
F.R.C.S., 

Surgeon and Lecturer to St. Thomas’s Hospital and to the 
Children’s Hospital, Great Ormond Street. 


A Case of Ventral Hernia. 

Points discussed : 

(1) The contents of the hernia. , 

(2) The absence of symptoms. 

(3) Congenital and acquired hernia. ; 

(4) Their treatment. j 

This man is sixty-seven years of age, and he has, j 

as you can see, a very large swelling on the 
abdomen. It is really above the umbilicus, though | 
the swelling looks lower, and it comes more within ; 
the category of a big ventral hernia than an umbi¬ 
lical hernia. The first clinical lesson to be derived 
from him is that when one asks him how long he 
has had it, he replies two months. That is a very | 
large hernia to have come within two months. In , 
answer to our question as to what trouble it causes I 
him, he says practically none, and that he did not 
notice its presence until his doctor told him he 
had a rupture. So, practically, he was not 
cognisant of it before this. If you feel the hernia, 
you can tell by the dull, doughy feeling that there is < 
a good deal of omentum in it; and that there is also 
some gurgling, and you can see some peristalsis, 
particularly on the right side. It shows that the 
contents of the hernia are omentum and bow’el as 
well. These herniae always present some difficulty 
as regards their origin. You know that with regard j 
to inguinal and femoral hernia, the most accepted 1 
explanation of their origin is that the hernia sac 
was present, and was probably a congenital malfor- j 
mation before the hernia made itself obvious. 
With regard to these ventral herniae and some 
umbilical hernia, particularly those of later life, 
there is a great difficulty in inducing us to believe 
that so large a hernia sac could have been present 
all these years, say sixty-six years in this case, on 
such a large scale, and one feels that these big 
ventral herniae are illustrations of acquired hernia. ! 

* Demonstrated at the Polyclinic. 


There has been a very considerable controversy 
between the different parties who advocate these 
ideas of hernia. There is one party who says these are 
practically all congenital, and there is another party 
which says there are undoubtedly some of con¬ 
genital origin, but there is a considerable quantity 
of acquired origin also. On first mentioning that 
to you, you may think it very theoretical, and an 
impractical state of affairs. But it is not.. And the 
reason it is not is this : if a hernia is really the 
result of a hernia sac being present, then if we 
operate and remove that hernia sac, we have 
removed the cause of the hernia. So that if those 
people are right who urge the congenital origin of 
all hernia, it means that in practice operation for 
hernia will become infinitely more frequent than it 
is now. Whilst if those are right who say that, 
although there may be some congenital reason for 
the formation of a hernia, the acquired factor is 
the larger, you see an acquired factor introduces 
this complication into the situation, that by 
removing the hernia sac we have not removed the 
acquired tendency to the formation of a hernia, so 
to speak, and although we have operated upon it, 
this hernia may come back again. So the practical 
point is that, on one view, operation will be done 
on almost every case of hernia, and, from the other 
point of view, operation will not take place in every 
case of hernia. Besides the points of interest 
about this particular case, one brought him as a 
text, in order to bring before you the subject of 
the origination and treatment of these cases. In 
this man’s case there seems to be little doubt— 
there is no doubt in my mind—that the origin of 
the hernia is acquired, and not congenital. The 
most common hernia by far present in children is, 
like this one, a ventral hernia. Although they are 
both ventral herniae, there is a considerable differ¬ 
ence between them. In a child, whom 1 hoped to be 
able to bring before you, the ventral hernia is not 
amass like this, but it extends practically from just 
below the sternum to about the umbilicus, and it 
shows itself, not in a localised mass like this, but 
in a kind of keel-like projection. That form of 
hernia in a child may or may not have any con¬ 
genital factor about it. Athough it may be of con¬ 
genital origin, it is not suitable for operation. So 
with regard to these ventral herniae—one is in the 
curious position that in a congenital ventral hernia 
it is not a very suitable condition for operation. 
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but in an adult acquired ventral hernia like this, 
operation is the only thing except protection. 
We can treat some cases by simply making the 
patient wear a belt. Of course, that only protects 
the hernia, and does.not pretend to improve or 
cure it; it only prevents it from getting worse. 
It is curious that so large an amount of structures 
inside the abdomen can be put outside the abdomen, 
and yet cause so little discomfort. In the doing 
of these operations, it is very much easier to close 
the aperture in the abdominal muscles from above 
downwards, or from below upwards, vertically, 
than from side to side, laterally. 

A Case of Arthritis of Knee. 

Points discussed : 

(1) The conditions present. 

(2) The deformation and dislocation of the 

knee. 

(3) Neuropathic joints. 

(4) Treatment : 

Protection. 

Excision. 

Amputation. 

The next patient is a man, set. 57 years, who is 
a chimney-sweep by occupation. You can see for 
yourself he has a great deal of deformation of 
the bones about the right knee. He has had 
trouble with that knee for over thirty years, and it 
is trouble which gives rise to a great deal of pain, 
keeping him awake at night; and, owing to the 
deformity, it interferes with his getting about and 
following his occupation. It is unusual to get a 
great deal of deformity about one joint without 
there being some local cause for the trouble. If 
we find deformities about several joints those 
deformities may be the result of a general disease, 
but when there is deformity only about one joint 
it means that the cause of that trouble is most 
probably to be found in the neighbourhood. And 
so attempts have been made in this man's case to 
ascertain why it is that he has that trouble in his 
knee-joint and practically nothing in any other 
joint. You can feel much new bone-formation 
about the joint, and you can see for yourselves 
that the tibia has dropped backwards and outwards, 
and the femur has gone forward and inwards, so 
that partial dislocation of the knee-joint has been 
produced. That partial dislocation is not so 
very uncommon if you look for it in knees which 


I are the subject of disease—for instance, in tuber¬ 
culous knees. It becomes comparatively common 
to find that the tibia has dropped backwards and 
outwards, and the femur has gone forwards and 
inwards, and that fact in clinical work has this 
import. It tells us that the ligaments about the 
knee-joints, which should hold the bones in position, 
have given way. In this case one finds a number 
of bony growths, semi-dislocation of knee-joint, and 
the ligaments have given way; all that occurring in 
one joint, without any obvious local cause, is a 
curious state of affairs. 

About the only condition in which great bony 
deformation and outgrowth with dislocation of the 
joint are found is what are called Charcot’s joints. 

1 When Charcot first found these joints they were 
described practically in association with only one 
nervous disease—locomotor ataxy. But as we 
have learnt more about them, we have discovered 
1 that the so-called Charcot joints may be found in 
a number of nervous diseases, so that people have 
I advocated that there should be a change of name, 
j that the name “ Charcot ” should be discarded from 
all except those in which this peculiar kind of 
joint is associated with locomotor ataxy, and that 
instead of Charcot joints we should speak of 
neuropathic joints. These neuropathic joints were 
found pathologically to consist of practically nothing 
more than changes in the joint which are found in 
the common disease osteoarthritis run wild. In 
osteoarthritis there is lipping of the bones and 
bony outgrowths, there are ecchondroses, eburna- 
tion and roughening of cartilage. In Charcot’s 
disease you find almost all these conditions super¬ 
latively, there is much lipping, a great deal of bony 
outgrowth, and the cartilages, instead of being worn 
down, have been destroyed quickly, and the bone 
has not had time to eburnate. In common osteo¬ 
arthritis there is but little fluid, whereas in 
Charcot’s joint there is much fluid. In the 
Charcot joint the joint may be distended by fluid 
in twenty-four hours. So the pathology of the two 
conditions is very simple. One is the superlative 
degree and the other is the positive degree. So 
that, realising that these neuropathic joints are the 
most common clinical condition in which you get 
extensive changes around one joint, this man’s 
nervous system has been carefully overhauled for 
signs of nervous disease. If you examine him 
yourselves you will find that the knee-jerk is 
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present, the pupils react, and I can tell you that 
the fundus of the eye has been examined by the 
ophthalmoscope and nothing found. Clinically 
we have drawn a complete blank as to there being 
any nervous disease at all. Further than that, the 
man has much pain in his joint, and the Charcot 
joint associated with locomotor ataxy is painless. 
So the clinical situation with regard to this man is 
that he is a man who in all other respects except 
that particular knee is perfectly healthy, he is an 
able-bodied man, and therefore the question 
arises what should be done for his knee ? We can 
follow one of two courses: either leave it alone 
surgically, and have it treated with a liniment ; or, 
on the other extreme of treatment, we can excise 
the joint. Excisions of joints have been performed 
on and off for a long time for cases of severe osteo¬ 
arthritis of the knee, where there is much pain and 
crippling, and they have been performed also for 
neuropathic joints, but although they have been 
performed on and off for years it is a form of 
treatment which has never “caught on.” That is 
to say, it has never been regarded by the profession 
as any great success, and there has never been 
much encouragement to continue with that line of 
treatment in cases where we are dealing with 
patients who are suffering from general disease. 
In this man's case the matter is different, for we 
can find nothing whatever wrong with hIVn with the 
exception of that knee. Therefore, if we take away 
the trouble in that knee there is every prospect of 
his becoming perfectly right, except that excision of 
the knee will give him a stiff knee, and the ques¬ 
tion for him to decide is as to whether he will keep 
his trouble as it is, or whether he will be better for 
a stiff leg in comparison with his present painful 
joint. Attempts are sometimes made to get a 
movable joint after excision of knee, but those 
attempts have not always been distinct successes. 
In fact, having done many ^arthrectomies, one 
cannot help wondering if those very movable and 
excellent joints which are seen from time to time 
are not really mistakes, and are the results of 
fortune and not of “good play ” on the part of the 
surgeon. 

If the man decides against having a stiff knee 
and is not content with his general condition, the 
question of amputation should be raised. 

June 12th, i q11 . 


I A STUDY OF THE LIFE-HISTORIES OF 
FIFTY CASES OF CHRONIC INTESTINAL 
STASIS TREATED BY SHORT-CIRCUIT- 
I ING OR COLECTOMY. 

By HAROLD CHAPPLE, M.A., M.B., B.C.Cantab., 
B.Sc., F.R.C.S.Eng. 


(Continued from p . 144.) 

Case 26.—A. B —, female, aet. 45 years, single, 
said that she had been constipated ever since she 
could remember. This had become progressively 
worse, and became of such a degree that an 
aperient taken every night for a week was followed 
by no result. 

Accompanying this constipation was abdominal 
pain, which had been present for years. There 
was a continual dull ache, and superadded on this 
! were acute “ doubling-up attacks ” of a most real 
nature. 

An action of her bowels was described as 
! “awfully painful.” She had suffered from very 
severe headaches for some years; her appetite 
was quite gone. She described having frequent 
j attacks of distension, and nausea, and vomiting ; 
she had never vomited blood. Her weight went 
down to 96 lb. Her skin staining was evidently 
very marked, as she described herself as being 
almost brown ; her pain she described as being 
most marked over the caecum and the sigmoid. 
Her condition was one of general misery, and with 
this pain life was not very interesting. 

On examination her story was in accord with 
observations made. Her abdomen was markedly 
tender over the caecum and sigmoid. The cystic 
degeneration in her left breast was most marked. 
This was noticed by the patient as a lump, and as 
her mother had died of cancer she was afraid that 
it had developed in her own case. 

In 1902 the right kidney was fixed ; in 1904 the 
left kidney was fixed, but these operations only 
relieved her pain temporarily. In 1904 the ileum 
was divided, and a lateral anastomosis made to 
the sigmoid loop; in 1905 the large bowel was 
j removed to the splenic flexure. 

Until Christmas, 1910, she was most markedly 
improved in every way. Her pain was gone, her 
bowels acted with an occasional aperient; her 
headaches were much improved. She was not sick, 
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-and the nausea had gone. Her weight went up 
to 112 lb., and altogether she was very pleased 
with her condition. 

At that time she was no longer able to purchase 
another corset, and so left it off. Since then she 
has noticed the distension returning, and some 
abdominal pain has returned. 

I saw her on February 21st, 1911, and she looked 
very well. Her skin is quite clear. The cystic 
change in her left breast has quite disappeared. | 
She has some abdominal tenderness over the region 
of the lateral anastomosis, and it is here that she 1 
gets her pain; otherwise she is remarkably well. 
She needs to have her abdominal support renewed 
and she will be quite well again. 

Previous to her operation she had simply dragged 
along, and now she is able to perform all her 
duties in her home 1 

Case 27.— R, R—, female, ret. 27 years, had , 
been troubled with constipation ever since child- j 
hood, and this had got much worse lately. This 
had reached such a stage that even with enemata 
and purgatives she would go a fortnight without 
an action. She had had a great deal of abdominal 
pain with attacks of distension. She had vomited 
for some years after food. It used to come on 
about two hours after meals. She had on seven 
occasions vomited blood. She had suffered very 
severely from headaches, and these had latterly 
become almost constant. 

She had been a lady's maid, but had been 
compelled to give this up because of the headaches, 
sickness, and pain. She used to have to go to 
hospital every five or six months. Her skin was 
almost white, and she used to have attacks in 
which she was definitely yellow. She said she 
could never get warm, and noticed this mostly in 
her feet. She had a constant foul taste in her 
mouth. She had lost weight, especially in the last 
few months. 

Her weight is now 100 lb. Her mepstrual 
periods have always been irregular, and she has 
frequently had amenorrhoea for three to six months. 

She says that at the end she simply felt that she 
cared nothing if she lived or died. For the last 
two years she had done occasional jobs, but had 
always to give them up, and could never work 
longer than a fortnight. She suffered from general 
muscular pain, and had had an almost chronic 
cough with no sputum. 


In 1902, her appendix was removed, but the 
improvement was only temporary. 

On December 24th, 1902, the pain returned, 
and the delay having been found at the hepatic 
flexure, the abdomen was again opened, and the 
adhesions were broken down. This, too, was only 
followed by temporary relief. 

On admission , she was a thin, sallow-faced, 
miserable woman. Her skin is pigmented. The 
cystic changes are marked in her breast. Her 
pain is situated in the epigastric angle, and runs 
to the left side. The caecum is palpable and 
voluminous. 

September 27th : She is now as happy as 
possible,and says she never has felt so well for years. 
She says that she feels as if the cloud that used to 
hang over her had gone. Her skin is already 
quite clear. Her bowels act quite regularly. The 
improvement is most remarkable. 

Case 28.—Mrs. A. P— , ret. 38 years, had been 
constipated ever since she can remember, and this 
had lately become more marked. 

She had been under medical treatment for this 
for a very long time at various hospitals, but had 
not benefited. 

She had had frequent headaches of a very severe 
nature. For six years she had had pain in the 
right side of the abdomen. She had vomited very 
frequently, principally after meals, the vomit being 
yellowish-green. She had not vomited any blood. 
She had an almost constant foul taste in her 
mouth. 

She had suffered from cold hands and feet. She 
had not noticed any attacks of distension. 

She had previously been under treatment at this 
hospital, but in the end she felt that she did not 
care much what happened. She had been unable 
to do her housework for six years because of the 
pain and sickness. 

Two months previous to admission she had 
started to have attacks of a sickly pain under the 
right costal margin, and with this her attacks of 
vomiting had become more severe. 

On admission, she is a sallow-skinned woman, 
with marked pigmentation. She is very tender to 
abdominal palpation over the caecum and sigmoid. 
A small, hard swelling is palpable at the junction 
of the right mid-Poupart line and costal margin. 
This is the lower end of tbe right kidney. 

She had a very bad attack of headache, and this 
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she says was a type of what she has suffered from. 
She was sent in as a case of gall-stones. 

On February 20th, 1911, an ileo-colostomy 
was performed. The gall-bladder was examined 
but found to contain no stones. 

Since her operation her improvement has been 1 
most marked. She has not had a single headache. 
Her bowels act regularly and she is delighted with 
her condition. The skin staining is already very 
markedly cleared up. 

Case 29.—Mrs. A. G—, aet. 43 years, had trouble 
with her bowels for many years, and in the end was- 
entirely dependent on purgatives and enemata. 
These became eventually only efficient at times. 
These enemata were painful, and in the result 
mucus was found. 

She had attacks of nausea almost every day but 
was not actually sick. She had frequent headaches 
and they were very bad. 

Her abdomen used to swell frequently and this 
was accompanied with much discomfort. 

She had had much abdominal pain for a good 
many years and this had resisted treatment medi¬ 
cally. She had been under medical treatment 
for some years, with lavage, purgatives, enemata. 
She complained of constant foul taste in her mouth. 
Her appetite went. She suffered markedly from 
cold hands and feet. 

She married at twenty-five. 

Her skin was quite 44 yellow ” and she had * 
patches of pigmentation under the eyes and axilke. j 
The changes in her breast were most marked. 

She used to feel constantly weary and depressed, 
and at times felt desperate. She had often been ( 
laid up for six weeks at a time and was quite | 
unable to do her housework. ! 

1 

On July 25th, 1907, colectomy was performed. 
Pylorus was found fixed to the liver and gall- j 
bladder and was liberated. 

I saw her on February 27th, 1911. Bowels I 
now act regularly. Headaches are very much [ 
better, only occurring very occasionally. The 
mucus has gone from her stools. On the whole 
she says she feels so very much better. Her skin 
is quite clear and pink, and this she says is a great 
contrast from the sallowness before the operation. 

It is now supple and elastic. She feels mentally 
much brighter and is now able to perform all the 
duties of her household. She has quite definitely 
put on weight. She says that she gets attacks of 


distension and discomfort in her abdomen but 
otherwise feels quite well in every way and enjoys 
her life, except for some flatulence which comes on 
at times in the evenings. Her nutrition is good. 
The cystic changes have gone from the breast. 

Case 30.—E. D—, female, aet. 18 years, single, 
had been constipated for many years and this had 
become much worse during the past nine months. 
Her breath is foul, and her teeth carious. Medicines, 
enemata, etc., have been tried, but in spite of this 
she has been twenty-eight days without an action. 
She has had as much as a pint of castor oil in a 
| week with no effect. 

She has had marked frequent headaches and feels 
always tired and lazy. She suffers from cold hands 
and feet. She has a great deal of abdominal pain, 
j She has a curious skin rash on her legs. 

Her mental state is very curious, and she seems 
to be quite apathetic and dull. 

The note accompanying her from her doctor 
says “she has become more torpid and dull 
lately. We have tried everything at home and at 
the infirmary.” 

She is sent up as a dernier ressor/. 

A bismuth meal reached the ileum in three and 
a half hours, was in the ascending colon at 12 
mid-day, had reached the splenic flexure by 4 p.m. ; 
at 10.30 p.m., next morning, was still in the trans¬ 
verse colon and some in the sigmoid. On the 
third day was still in the transverse colon and some 
in the descending colon. It reached the rectum 
on the fourth day, and then an enema was required 
to move it. Urine was examined bacteriologically 
but no organism found. 

March nth, 1910, colectomy was performed. 

The sigmoid was found bound down as a straight 
tube and fixed firmly. The rectum was much 
elongated and the left ovary cystic. 

She was discharged on May 3rd with this 
report: 

A \ery slight discharge from the lower end of 
the wound. Her bowels are opened daily without 
medicine. Her general condition is very good. 
She has a good complexion and is very lively, 
and says she has not felt so well for many years. 

Dr. Herbert Rake, of Fordingbridge, writes, in 
reply to my inquiry, on February 18th, 1911, to 
say : “We had some trouble to get her abdominal 
wound to heal right up. Otherwise the change in 
the patient is extraordinary. She has a clear, fresh 
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colour instead of a thick, muddy complexion. She ! 
is bright and active mentally and physically and 1 
her mental torpor has almost entirely gone together I 
with her hysteria. Her bowels act easily. I saw 
her walking in one of the lanes the other day, and ! 
you would not know her for the heavy, uninteresting 
creature of eighteen months ago. I am delighted 
and surprised with the result.” 

The patient herself is no less enthusiastic and 
writes to say : 11 1 feel like a new person and that 
life is again worth living. The former trouble with 
my bowels has now all gone and my foot is quite 
well. I cannot express my deep gratitude and 
thanks to you all for what you have done for me.” 

Case 31.—J. R—, female, single, aet. 53 years, 
was admitted on August 23rd, 1908, for abdominal 
pain on the left side. She had suffered from 
“ indigestion ” and constipation ever since she was 
a girl. She had frequent attacks of abdominal 
distension and frequently regurgitated a sour- 
tasting material. She vomited at the bad attacks 
but no blood had ever been present in the vomit. 

She had suffered from bad headaches and had j 
marked periods of mental depression. 

Her tongue had not been noticed to be dirty. 

She used to look quite yellow at times and had 
lately lost a lot of flesh. 

Mucous colitis began in 1904 and was very 
marked. 

At the age of forty a fibroid had been noticed 
and her ovaries were removed in 1895. Menstrua¬ 
tion had begun at fifteen and had always been 
attended with pain. 

For six months previous to her operation she 
had been quite unable to do any work of any sort. 

On August 26th, 1908, an ileo-colostomy was 
performed and the ileo-pelvic colon was found 
markedly adherent. 

I saw her on February 20th, 1911, and now her 
bowels act regularly. Her appetite is good. Her 
headaches are better. She has no sickness. She 
has had no colitis for months. Her only trouble 
is occasional attacks of flatulence, which cause 
abdominal discomfort. She is now able to do all 
her household duties. 

Case 32.—A. B—, female, ret. 51 years, single, 
was admitted fur very severe abdominal pain. 
Her doctor sent a note with her saying that she 
must have some obstruction as her bowels act 
with such great difficulty and pain. 


In December, 1906, she was admitted for pain 
in the epigastrium, which increased on taking food. 
A left cystic ovary was removed. 

In November, 1907, she was readmitted for pain 
during defalcation and a ? anal fissure was treated 
by stretching the sphincter and the patient was dis¬ 
charged unrelieved. 

She was readmitted on December 15th, 1909, 
with the story that she had been constipated all 
her life. This had become much worse in the last 
three years so that now she had no action of the 
bowels without medicine. She takes pills three 
times a day and gets an action every four days 
She suffers from cold hands and feet. The breasts 
are markedly cystic. Her skin is deeply pig¬ 
mented. Her abdomen is very tender, chiefly in 
the left iliac fossa. 

An enema given previous to her operation was 
not returned. When the abdomen was opened it 
was found that the ileo-pelvic colon was firmly 
adherent to the left iliac fossa, and the enema was 
found in a dilated pelvic colon and none had been 
able to pass the fixed upper limb of the loop. 

An ileo-colostomy was performed in December, 
x 9°9* 

The patient is much improved, but still has 
some attacks of flatulence and distension and 
pain. 

Case 33.—A single woman, aet. 34 years, who 
had been constipated as long as she could 
remember, and suffered from attacks of marked 
I abdominal pain, nausea and vomiting. 

| The constipation was latterly quite uncontrolled 
by purgatives and enemata were not returned. 
Latterly she had had on the average attacks of 
vomiting every two or three days and these attacks 
would last about twelve hours at a time. She had 
done no regu’ar work for eleven years and had been 
; a complete invalid. 

In November, 1902, her appendix had been 
removed, but the pain persisted with the constipa¬ 
tion and vomiting. 

In November, 1903, an extensive operation was 
performed with temporary relief for adhesions 
binding down the colon. 

In July, 1904, an ileo-colostomy was performed 
She was better for a time but vomiting and pain 
recurred, and in November, 1905, a much hyper¬ 
trophied colon was removed to the splenic flexure. 

1 saw her in March, 1911, and she looks very 
well and says she keeps well. She has put on over 
28 lb. in weight and is maintaining her uphill 
progress. 

The vomiting has ceased ; she has only an 
occasional headache ; the bowels act easily. 

She gets occasional attacks of flatulence but 
otherwise is very much better. 
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Her doctor confirms my opinion in a letter thus : 
“ Since the last operation she has improved 
gradually but definitely and can now earn her 
living. She has put on flesh, the bowels act 
regularly with a slight aperient, the vomiting has 
ceased. Altogether she is very markedly im¬ 
proved. 7 ’ 

Group B.—Cases. 

Case 34.—A. P—, aet. 23 years, male, was 
admitted on June 6th, 1910, with a six years 7 
history of constipation commencing after an attack 
of “catarrh of the stomach,” which had lasted six 
months. For two years after this he kept his 
bowels acting by constant purgatives, which were 
of a progressively stronger nature. He was subse¬ 
quently treated for a period of three months by an 
eminent German physician, with diets and all 
sorts of medicine. 

Then he went to Carlsbad and tried the baths 
and took a lot of exercise. At this time, in spite 
of enemata, he was only able to obtain a motion 
every twenty-one to twenty-three days. 

He then went to Berlin, where he came under 
the care of an eminent German physician, who 
treated him with medicines, exercises, enemata, 
baths, diets, etc., but this afforded no relief. 

For the past six years he has in addition suffered 
from abdominal pain, which gets worse soon after 
taking food and continues for some three hours. 

During these years he has suffered from an 
almost constant headache, which is very bad in the 
morning. He has steadily lost weight. His appe¬ 
tite is very poor, and he says be cannot go back to 
his business in his present state, as he is quite 
unable to do it. 

On July 6th an anastomosis was made between 
the divided end of the ileum and the upper end of 
the rectum. He was discharged on August nth, 
having made a steady, regular improvement. His 
condition had cleared up, his bowels acted easily, 
and he was delighted with himself. 

Case 35.—Mrs. E. YV—, aet. 35 years, has com¬ 
plained of abdominal pain for the last fifteen years, 
and this pain is much worse after a hearty meal. 

She has suffered from nausea, and this has been 
followed by vomiting—the vomit is undigested 
food and is acid, and has an offensive odour. 

She has been constipated since childhood, and 
she is quite dependent on purgatives for an action 
of her bowels. The removal of her appendix 
in 1908 relieved the pain somewhat, but not the 
constipation. 

She has lost a lot of flesh. 

On admission she was reported to be suffering 
from abdominal pain, chiefly on the right side, but 
which at times extended right across the abdomen. 

Her teeth are carious. She is highly pigmented 
on her face and in the axillae, etc. 

The caecum is palpable as a pelvic organ, and is 


tender. On February 3rd a lateral anastomosis 
was made. A colectomy would have been per¬ 
formed had the patient’s condition been better. 

The wound underwent a mild suppuration, but 
healed rapidly under treatment. 

On March 19th she was discharged very much 
improved in every way. Her pain had gone and 
her bowels were acting regularly. 

She writes in March, 1911, to say that she is very 
much better. She still has attacks of abdominal 
distension, flatulence, and discomfort. 

Case 36.—Mrs. E. D—, jet. 45 years, was 
admitted on June 27th, 1910, with the story that 
she had been constipated for many years and had 
frequently gone a week without an action of her 
bowels. During the past twelve years she had, 
on many occasions, had no action for two or even 
three weeks. 

She had taken medicine for this for years, but 
lately this had lost its power, and for the past six 
years, even with the aid of the strongest purges, etc., 
her constipation had been most marked. She has 
been losing weight most markedly during the last 
twelve months. 

During the past twelve months she has been 
quite unable to perform even the lightest of her 
household duties. 

She says she was never free from headaches, and 
these were worse in the mornings. She wakes in 
the morning feeling that she has obtained no relief 
from her sleep. 

She has suffered from abdominal pain for years, 
and this is increased after taking food, and lasts for 
three or four hours. The pain is chiefly noticed in 
the lower part of the abdomen. 

On admission , she was very thin and wasted and 
there was practically no body fat. Her feet and 
hands were cold and clammy and her skin was 
deeply pigmented. 

On July 15th, 1910, a lateral anastomosis was 
made between the ileum and the upper part of the 
rectum. 

Her obstruction was at her sigmoid. 

She was discharged on September 15th very 
markedly improved. She had no pain, and her 
bowels acted easily; no headaches, and the pig¬ 
mentation markedly changed. 

She now writes to say that this improvement has 
been maintained, but she has occasional attacks of 
pain. 

Case 37.—Mrs. J—, aet. 39 years, had been 
constipated all her life. This had become much 
worse during the last few years. 

Defaecation had lately become very painful, and 
blood and mucus were found in the motions. Her 
appetite was very poor, and she suffered from 
“dyspepsia.” She slept well, but woke with a 
headache, and was always “quite done up ” by tea- 
time, and had to go and lie down. Her tongue 
was constantly furred. She had frequent attacks 
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of nausea, but did not actually vomit. Her skin 
was deeply stained, and she was rapidly losing 
flesh. She had been treated with saline aperients, 
cascara, aloin, senna, diet, strychnine, tonics, 
enemata, but this treatment had been quite un¬ 
successful. 

In February, 1906, colectomy was performed, 
and after that the bowels acted regularly and 
comfortably, and she felt quite well, and was able 
to do her work. 

Her appetite was good, and her dirty colour had 
gone. In May, 1907, she had an attack of 
abdominal pain, followed by the passage of blood 
and pus per rectum After this she was much 
better, and in June her doctor wrote to say she was 
quite well. 

Since then her progress has been excellent, and 
she describes it as such. She has just given birth 1 
to her second son since her operation, and so far 
all has gone well. 

Case 38.—E. M—, female, single, aet. 35 years, j 
had been very constipated for many years, and this ! 
constipation was growing progressively worse, | 
drugs, enemata, diet, etc., having been tried for 1 
many months in very able hands, but had little or I 
no effect. Her general health was distinctly on the 
down grade. She had constant attacks of nausea 
and headaches and marked abdominal pain, and 
felt very wretched, and realised that her condition 
was serious. Her weight went down to 78 lb., and 
she was unable to enjoy her life. 

In October, 1904, an ileocolostomy was per¬ 
formed, and after this her health improved, but 
after a time some accumulation in her caecum 
made her sufficiently uncomfortable to submit to 
the removal of the colon to the splenic flexure in 
September, 1905. 

She made a splendid recovery, and since then her 
doctor writes, in July, 1907, to say—“She has much 
improved in general health, which is now on an 
ascending scale. Of course she would have been 
better had the operation been done much sooner.” 

On February 26th, 1911, he writes again : “She 
is in very good general health, and although she 
requires aperients to give her a daily action, they 
have not required to be made progressively 
stronger. She has only an occasional headache, 
and, at times, some abdominal distension and , 
flatulence. I am quite sure she is in much better 
health than she would have been had the operation J 
not been done.” 

The patient herself writes to say that she is fully 
alive to the great improvement that has been made 
in her. Her weight has gone up to 91 lb. Her 
bowels still require some aperient, but this is now 
efficient. “ I do not complain of this, as, in spite 
of requiring to take this daily aperient, it now acts, 
and 1 feel a sound, healthy young woman.” 

Case 39.—E. A—, female, single, aet. 43 years, j 
had been constipated very markedly for six or , 


seven years, and at this time abdominal pain over 
the region of the ascending colon and caecum 
became marked. She lost flesh, and the right 
kidney became mobile. In 1902 this was stitched 
up. The constipation continued, and the pain 
seemed to become more localised, and this region 
was now very tender. In 1904 the appendix was 
found thickened and kinked, and was removed. 
After this operation the constipation became most 
obstinate, and now mucus appeared in the stools. 
The pain at this time extended along the course of 
the ascending and transverse colons. For some 
time previous to her operation walking became very 
painful, and although a course of massage and diet 
produced some improvement, the pain continued. 

I She was now in a continued state of discomfort and 
pain. 

In November, 1906, colectomy was performed 
up to the splenic flexure. 

In July, 1907, observation showed her to look 
much better ; she has quite lost her brown staining. 
The bowels act daily with an aperient. She has 
no abdominal discomfort. She is improving in 
general health, and has put on seven pounds 
since the operation. 

She writes to say : “ The constipation has been 
cured, the muscle pain has gone, but she cannot 
yet eat ordinary diet, as it produces discomfort. 
You have done so much already, I hope this will 
in time disappear.” In January, 19n, her doctor 
writes : “ She has lost the sallow appearance, the 
mucus has disappeared from her motions, the 
bowels are now easily controlled, but she complains 
of some attacks of distension and abdominal pain. 
The abdomen is perfectly soft and supple, and 
lh$re are no physical signs in it.” 

Case 40. — H. C— , male, aet. 29 years, had 
! suffered severely all his life from chronic constipa- 
; tion. He was admitted in December, 1904, appa¬ 
rently dying with acute ulcerative colitis. The 
ileum had been exposed at its junction with the 
; caecum and drained. The very acute symptoms 
had subsided. They did not clear up, however, 
but settled down into a chronic condition. All the 
contents of the small intestine escaped through 
this opening, but frequent discharges of blood¬ 
stained foul mucus ran involuntarily from the anus. 

In January, 1905, the ileum was introduced into 
the rectum. This was done with the greatest 
difficulty as the whole large intestine was reduced 
to the size of the little finger, and the only place 
in which the rectum was sufficiently dilated to 
allow of a junction being effected was the middle 
of the rectum. He was discharged very much 
improved, but the fistulous aperture in the right 
groin had not closed. With the idea of effecting 
this closure he was re-admitted, and in September, 
1905, the large bowel was removed. 

In February, 1911, his doctor writes to say that 
he is still alive. There is no blood or pus in his 



l6o The Clinical Journal. 1 MR. HAROLD CHAPPLE. [June 14, 1911. 


motions. He is still very weak and not able to 1 
walk more than about half a mile without getting 
tired. He complains a good deal of myalgia, 
which is a family complaint. Before the operation 
his life was despaired of, and there is no doubt it 
was a success. 

Case 41.—Mrs. R. T—, cet. 32 years, had been 
“ going off ” and becoming anaemic since seventeen. , 

When sixteen she had been in bed for seven 
weeks with a diagnosis of “gastric ulcer” and a 
talk of gall stones. J 

Since then she had had trouble with her bowels, 
which required a constant aperient. 

At this time pain under the right costal margin 
became marked. She said that she never had 
anything but a foul liquid motion, and her 
impression was that under the right costal margin | 
was “something which prevented the faeces passing 
on.” j 

At this time the motions were dark and very 
foul, with plenty of bile, mucus, and some small 
lumps. At this time attacks of vomiting occurred. 
Abdominal examination revealed spme little thick¬ 
ening in the right iliac fossa with general tenderness 
along the track of the colon. During 1906 she 
came under the care of a London surgeon, who | 
performed gastro-enterostomy. 

Unfortunately this produced little relief and the 
vomiting continued. By May, 1907, she was much 
worse, having attacks of vomiting every fourteen 
days; her complexion was “earthy,” her tongue 
brown and constantly coated. She complained of j 
a constant weight in the right iliac fossa pressing I 
down into the pelvis and making the bladder , 
irritable. She had attacks of pain under the right I 
costal margin and the motions were very offensive I 
and contained mucus. 

The caecum was now always to be felt full and 
gurgling, and the ileo-pelvic colon was palpable, 
firm, and fixed. 

In May, 1907, Mr. Arbuthnot Lane performed 
an ileo-colostomy, and the colon was removed to 
the ileo-pelvic colon. 

From this time she began to improve gradually, 
discarding her invalid habits and taking healthy 
walking exercise. Her tongue became clean, her 
earthy hue disappeared, and her general condition 
continued to improve jn every way. In 1908 
some abdominal discomfort necessitated the lacing 
up of the blind ends of the anastomosis, which had 
become dilated. 

In December, 1908, this again required lacing up. 
but it was now noticeable that the thinning of the 
intestinal wall which was so marked when the 
colon was removed in 1907 was no longer notice¬ 
able, the intestines as a whole being markedly 
thicker and more muscular. 

In 1910 her doctor writes to say that “in 
looking back at this case it seems almost incredible 
that this happy and contented young lady should 


be the same individual as the miserable cachectic 
creature of four years ago. 

She is now married and in comparatively robust 
health. She eats well of ordinary food, and takes 
long walks and rides quietly about on a pony in 
addition to doing her ordinary housework. 

During the early part of 1907 her parents were 
firmly convinced that she could not long continue 
to exist unless some medical measures were taken. 

Whatever vicissitudes she may have passed 
through during her fight for health and life have 
been amply compensated for by her renewed lease 
of comfort and vigour. She herself is unshakably 
of the opinion that but for the removal of her 
“ cesspool ” she would not now be alive, and in 
January, 1911, writes to say that she is still quite 
well. 

Case 42.—E. A. K—, female, single, aet. 48 
years, had, when nine years of age, an attack of 
peritonitis with a discharge of pus per rectum. 

Since twelve she had suffered from constipation. 
She had trained as a nurse in 1881, but had never 
been able to go on with her duties for any length 
of time. She had been treated by various physi¬ 
cians, and for a retroverted uterus. Since 1894 
her bowels had never acted without drugs. Since 
December, 1897, she had led the life of an invalid. 

In 1899 she was observed to be very thin, of a 
muddy complexion, complaining of abdominal pain 
after all food. She had no appetite, a constantly 
furred tongue. Her teeth were carious and many 
were missing. She never left her bedroom, and 
her bowels were never opened without aperients. 
In 1904 these symptoms became more marked; 
more aperients and larger doses were required. 
Persistent nausea was present, and occasional 
vomiting with increasing emaciation. Considering 
that the constipation and the abdominal condition 
were the chief factors in her condition her doctor 
sent her up. 

In July, 1904, all her old stumps were removed 
and artificial teeth fitted. This did not make 
much improvement. 

j In November, 1904, the colon was removed. 

In January, 1905, her doctor wrote that a daily 
, action was now possible, and she was certainly in 
an improved condition and has much less discom¬ 
fort. At the end of 1905, however, she developed 
' tubercle at her right apex, and tubercle bacilli 
I were found in the urine. 

In February, 1911, her doctor writes “that 
she has developed into a case of chronic phthisis, 
i Her bowels act daily after a glycerine enema 
occasionally. She does not take any other aperient. 
Certainly the operation has put the old constipa¬ 
tion under control, but she still has tubercle bacilli 
in her sputum. She has not emaciated during the 
! last year or two.” 

(To be concluded .) 

June 12th, 1911. 
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THE RATIONAL TREATMENT OF 
SOME COMMON SYMPTOMS 
OCCURRING IN INFANCY. 

By ERIC PRITCHARD, M.A., M.D.Oxon., 
M.R.C.P.Lond., 

Senior Assistant Physician, Queen’s Hospital for Children ; 
Physician to Out-Patients, City of London Hospital 
for Diseases of the Chest. 


After many years’ experience of the examination 
of infants in out-patient departments I have no 
delusions with respect to the character of the 
majority of cases presented for treatment. I know 
that most of them are of an exceedingly common¬ 
place and uninteresting variety ; but all the same 
I was completely surprised at the result of an 
analysis which I recently made for the purposes of 
this lecture of a series of forty-two consecutive 
cases under twelve months of age, brought to my 
out-patient department at the Queen’s Hospital for 
Children. In each case I asked the mother the 
same question, namely, “ What is the matter 
with your baby? 1 ’ and the following is an analysis 
of the replies : 10 were reported to be suffering from 
wasting, 7 from sickness, 6 from fits of screaming, 
5 from constipation, 5 from cough, 3 from diarrhoea, 
1 from snuffles, 1 from throwing back of the head, 
1 from bandy legs, and the remainder from hetero¬ 
geneous symptoms of an equally uninteresting 
character. 

It is true that some of these symptoms were 
manifestations of pathological conditions of some 
gravity, and that the etiology and diagnosis gave 
exercise to the brain and. lent interest to the work, 
but all the same it must be remembered that repu¬ 
tations are not made by elaborate diagnoses. 

Every mother is content with a diagnosis of 44 a 
complication of diseases,” especially if the symptoms 
for which she brings her child are relieved. It is 
therefore in no apologetic spirit that I propose to 
speak to you this afternoon of the symptomatic 
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treatment of common complaints such as are 
recorded in the above list, and for which I imagine 
the bulk of your own infant patients will be brought 
to you for advice. 

The commoner the disease the more important 
is it that we should know how to treat it properly, 
and since quite 8o per cent, of all infantile 
disorders are due to food causes, it is clearly by 
attention to the dietetic treatment that we are most 
likely to achieve success in the management of the 
majority of our cases. 

This line of treatment is unfortunately often 
thought beneath the dignity of the specialist; his 
thoughts are so occupied in making an elaborate 
diagnosis and in the medical treatment, that often 
little time remains over for detailed instruction 
with regard to diet and other hygienic matters. 
It thus comes about that the mother’s anxiety for 
information on these important points is relieved 
by the presentation of a printed paper of direc¬ 
tions for the feeding of normal infants. The 
value of such papers is, at the best of times, 
small, but their use in the treatment of sick 
children is, in my opinion, to be strongly 
deprecated, for such children require individual 
treatment; they cannot be fed by rule of thumb or 
by arbitrary laws. 

Now with respect to wasting, the commonest 
symptom for which infants are brought for 
treatment, I would ask to be allowed to deal 
with certain general considerations before I pro¬ 
ceed to discuss particular cases or special lines of 
treatment. 

Although infants waste from general consti¬ 
tutional disorders, from immaturity, prematurity, 
or from specific infections, the vast majority of 
them waste because the nature of their food or the 
mode of its administration is, or has been, ill- 
adapted to the infant’s requirements. 

We know that no individual, whether young or 
old, is capable of utilising for the purposes of 
nutrition the vast majority of the articles of diet 
which are presented in the form of food until such 
articles have been dealt with in a very special way 
by the processes of digestion. We know, for 
instance, that if foreign proteid bodies such as 
meat juice, white of egg, or lactalbumins are 
injected into the human circulation, that they either 
prove actually toxic, or else are eliminated from 
the system as foreign bodies by the kidneys or 


other excretory organs in an unchanged condi¬ 
tion. 

The only proteid bodies which can be utilised 
by the tissues for the purposes of nutrition are 
those which are of a certain specific u make-up ” or 
molecular structure. Each individual builds up 
his own specific proteids to suit his own specific 
needs and the delicate bio-chemical reactions of 
his own tissues. These specific proteids are 
built up out of the relatively simple fragments into 
which foreign proteids are broken up in the 
processes of digestion. For instance, the vastly 
complicated caseinogen molecule of cow’s milk is 
split up by the associated and connected action of 
gastric, pancreatic and intestinal ferments into 
fragmentary particles or amino-acids, or into small 
chains of amino-acids (polypeptides). Out of these 
fragments, or bricks as they are picturesquely called 
by Abderhalden, the synthetic activities of the 
mucous membrane of the intestines build up new 
proteids of the required molecular “make-up.’' 
What is true of proteids is also true of sugars and 
fats. Each foreign molecule must be reduced to 
relatively simple and rudimentary fragments by 
the processes of digestion, and these fragments 
must be rearranged on the required architectural 
plan during the processes of absorption before 
they can be utilised by the tissues for the purposes 
of nutrition. 

Nutrition is therefore clearly dependent not only 
on the satisfactory disruption of food elements into 
their more elementary fragments, but also on the 
satisfactory rearrangement of these fragments 
during the processes of absorption. Nutrition 
cannot be furthered by forcing foreign food into 
the system ; indeed, nothing short of the transfusion 
of the mother’s blood into the infant would be of 
the least value from the point of view of nutrition 
prior to the establishment of the motor and diges¬ 
tive functions of the alimentary canal. 

The new-born infant is not provided with the 
necessary machinery for shattering the molecules 
of foreign food ; it has to acquire the art by its own 
experiences. Further, it must first learn how to 
propel food material from the stomach into the 
duodenum and onwards through the entire length 
of the intestines. This essential and preliminary 
stage is often so badly learned by artificially fed 
infants that the major proportion of all ingested 
food is vomited through the cardiac orifice of the 
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stomach instead of being discharged through the I with a reasonable degree of certainty, by the 
pylorus into the duodenum. application of a comparatively simple method of 

Nature will, as a rule, provide the necessary I treatment, 
experiences, but, alas, too often human ingenuity The type of case to which I refer conforms 
outwits her efforts and seeks by short cuts to 1 more or less accurately to the following descrip- 
dispense with the more circuitous but safer tion. 

routes! j The infant frequently, but not always, vomits 

I do not propose to delay the practical con- after feeding; the stools are too frequent, some- 


sideration of treatment by enlarging on the fas- 1 
cinating subject of the manner in which nature 
teaches the new-born infant to digest human milk I 
by means of an introductory apprenticeship in the ! 
digestion of colostrum. j 

To learn to digest cow’s milk cannot be an easy I 
task at any time. Some of us never learn to do so j 
satisfactorily; it seems to me, therefore, to be 
merely courting disaster to present the new born 1 
infant with a variety of food which so stubbornly 
resists cleavage into its component fragments. 1 
It will not, therefore, surprise you to learn that 
six out of the ten cases of marasmus to which I 
have already referred were given cow’s milk before | 
they were many days old, or before they had learnt 
the simpler lesson of digesting their own mother’s j 
milk. I 

The several processes of the locomotion of food j 
through the digestive tract, of its fragmentation into I 
elementary particles, of its reconstitution on specific | 
lines, and its final break-down by the internal 
metabolism of the tissues, are so intimately asso¬ 
ciated and mutually inter dependent that weakness 
in any one link in the chain is reflected throughout 
the entire “ ensemble ” of events, and may lead to 
the same general result, namely, marasmus or 
wasting. 

It is therefore clearly the first step in the rational 
treatment of wasting conditions to determine as 
accurately as possible, by a review of the past 
history or present condition, the precise link in the 
chain of processes which has broken down and 
given rise to the trouble. 

It would prove too tedious to enumerate all the 
possible weaknesses or combinations of weaknesses 
which a critical examination of a large number of 
cases of wasting can disclose, but apart from a 
certain number of cases in which symptoms of 
vomiting, diarrhoea or convulsions dominate the 
scene, the great majority of cases are due to a 
more or less common cause, and, as far as my 
experience serves me, these cases can be cured 


times after feeding, sometimes at irregular intervals ; 
they nearly always contain so-called undigested 
curds, they have a foul odour, and the buttocks 
are usually red and excoriated. The infant cries 
a great deal, is restless, sleeps f badly, and con¬ 
tinuously loses weight. On careful inquiry some 
such history as the following will be elicited : 

During the first or second day of life the mid¬ 
wife has administered a dose of castor oil which 
has swept the bowel clear of all meconium. This 
dose is necessarily followed by a period of con¬ 
stipation, for no material is left in the bowel to 
constitute a natural action, nor does the limited 
supply of colostrum afforded by the breast for the 
first few days after birth in any way afford an 
adequate basis for a motion. The colon is relatively 
dry and empty, while with each wave of peristalsis its 
unlubricated surfaces ride over one another with a 
considerable degree of friction, giving rise to dys- 
peristalsis, tormina, or even entero-spasms. If 
under such circumstances an action follows, or if 
a second dose of castor oil has been administered 
in the hope of affording relief, the motion will be 
found to contain a number of small white bodies 
which are almost invariably regarded as undigested 
curds. If, however, these little particles be washed 
out in water and carefully examined, they will be 
found to be—not undigested curd, but little strands 
or pieces of mucus or mucous membrane, which 
have been forcibly tom off the surface of the bowel 
and rolled up into little balls by the irregular and 
violent peristaltic contractions of the colon. If 
these little balls of intestinal secretion are fresh 
they present the appearance of raw white of egg, 
but if they have remained in the bowel for some 
hours they become opaque and then look like hard- 
boiled white of egg, or undigested curd. In nearly 
every stool all possible transitions are met with, 
from stringy pieces of glairy mucus, to those little 
hard balls of opaque material which certainly have 
a most deceptive similarity to broken-up and 
undigested coagula of casein. Even to the naked 
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eye their true character is easily revealed if they are 
freely teased out in water, and on many occasions 
I have found small punctate traces of blood on 
the surface which was once attached—evidence 
which proves the force with which they have 
been torn off the surface of the bowel. 

The abrasions or breaches of continuity which 
are thus caused in the delicate epithelial lining of 
the colon is to my mind an adequate explanation 
of the many troubles which follow. They explain 
the habit of dysperistalsis which is so persistent in 
such cases even under the most careful methods 
of treatment. TJiey explain the extreme liability 
to intestinal infections, and they explain the easy 
decomposition and fermentation of food in the 
lower segments of the gut. A smooth, intact and 
healthy condition of the epithelial lining of the 
colon is essential for the normal locomotion and 
absorption of food in this portion of the bowel. 

Matters are naturally made considerably worse 
if at this time cow’s milk is substituted for the 
breast milk, which is supposed to be disagreeing 
or to be inadequate in amount. 

It is quite impossible to exaggerate the import¬ 
ance of the part which meconium plays in the 
early protection of the bowel-wall from rough 
usage. It acts as a perfect lubricating medium j 
and also as a most happily designed material for 1 
constituting soft non-irritating motions until such 
time as the breasts are secreting freely and the in¬ 
fant is receiving sufficient nutriment to provide the 
basis for a normal stool. In seven out of the ten 
cases of wasting recorded above, I discovered that 
this fatal dose of castor oil had been administered 
before the infant was forty-eight hours old. 

The subsequent history of infants who present 
these early symptoms can easily be predicted. 
Breast-milk is said to disagree or to be insuffi¬ 
cient in amount, and the infant is tried first with 
one kind of food and then another, always, how¬ 
ever, with the same result. 

The whole digestive mechanism has been 
thoroughly dislocated from the first, and no kind 
of food can agree; the surface of the colon is 
roughened and inefficient both in its locomotory 
and absorbent functions. The infant is never free 
from tormina (generally called wind) unless its 
intestinal tract is kept freely lubricated by aperients 
or by an active secretion of mucus. 

The treatment of these cases is complicated by 


the fact that the wasting condition of the infant 
invites a liberal supply of food, but under such 
, circumstances very little food can be absorbed, and 
that which is not absorbed is decomposed or 
undergoes fermentation and hence adds greatly to 
the trouble. Further, the infant’s nervous system 
: is worn and racked by the constant pain of dys¬ 
peristalsis and by the toxins that are absorbed 
1 owing to the unhealthy condition of the bowel. 

The indications for treatment are to give small 
quantities of food which can be easily digested 
and absorbed, and also some indifferent material 
which will not decompose, which will form the basis 
of a motion, and which will lubricate and sooth 
1 the irritable mucous membrane of the colon and 
small intestine. For hospital cases I find the 
following method of fulfilling these desiderata 
i eminently satisfactory. I give, for an infant eight 
to twelve weeks old, one teaspoonful of condensed 
milk in two to three tablespoonfuls of water every 
three hours ; in each feeding I give one to two 
teaspoonfuls of petroleum emulsion. If there is 
diarrhoea I give glycerine of bismuth combined 
with the emulsion, and in doses from fifteen to 
thirty drops according to the severity of the sym¬ 
ptoms. If there is vomiting, the bismuth and 
petroleum are given independently about five 
minutes before feeding. If there is flatulence I 
give varying doses of milk of magnesia or carbonate 
of soda, and if the powers of digestion are feeble 
I also give elixir of papain or liquor pancreaticus. 

At the earliest opportunity I increase the amount 
of the feedings, and finally I begin to substitute 
cow’s milk for the condensed milk by very carefully 
graduated increments, generally ten drops at a 
time. By this means I re-educate the infant in its 
digestive and motor functions, and as I have 
already stated, the results, if slow, are in the end 
highly satisfactory. Confidence, patience, and 
consistency are absolutely necessary, otherwise if 
the infant does not make the progress which the 
mother seems to expect, we may be tempted to 
make experiments and try short cuts, which in the 
end prove no more satisfactory than the haphazard 
methods which were tried before, and which 
failed to give relief. 

After wasting, vomiting as a symptom takes the 
next place in order of frequency. Of the forty- 
two cases above mentioned seven were brought 
because of this symptom, and one in six is, I 
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believe, about the average frequency of this 
symptom among hospital cases (infants). 

Vomiting may occur as a symptom quite in¬ 
dependently of gastric disturbance in association 
with intestinal, nervous, or constitutional trouble. 
On this occasion I propose to deal only with 
vomiting of gastric origin. From the point of 
view of treatment I find it most convenient to 
classify the varieties of vomiting in relationship 
to the time interval after feeding at which they 
occur. The first question I always ask is, “ How 
soon after feeding does the vomiting take place ? ” 

It may occur at any time, but for convenience 
I divide all cases into one or other of the 
following classes : 

(1) Vomiting which occurs immediately after 
feeding. 

(2) Vomiting which occurs from ten to thirty 
minutes after feeding. 

(3) Vomiting which occurs more than thirty 
minutes after feeding. 

Vomiting immediately after feeding may be due 
to— 

(a) Simple over-filling of the stomach. 

(< b ) Eructation of gas. 

( c ) Violent movements of the stomach induced 
by— 

(i) The irritating or stimulating character of the 
food. 

(ii) The irritable condition of the mucous 
membrane or nervous mechanism. 

(iii) Shaking or jolting the infant. 

Vomiting from ten to thirty minutes after 
feeding may be due to— 

(1) The coagulation of caseinogen and the 
presence of a solid clot in the stomach. 

(2) The presence of an excess of acid in the 
stomach. 

Vomiting which occurs more than half an hour 
after feeding is generally due to dilatation of the 
stomach, or to spasm or obstruction of the pyloric 
orifice. 

Apart from the time interval which intervenes 
between feeding and vomiting, the character of 
the vomit affords useful diagnostic information. 
It should be noticed whether the food is returned 
unchanged, clotted, or with a strongly sour odour, 
or, as indeed often happens, whether the vomit 
consists simply of fluid which has the appearance 
of clear water. 


The treatment depends naturally on the cause. 

If the vomiting occurs immediately after feeding, 
if the food is returned unchanged, and the act 
j occurs without effort or distress, it is nearly always 
1 due to over-filling of the stomach, and can be 
1 prevented by reducing the quantity of the food, 
t If the vomiting occurs a few minutes after 
i feeding, and is accompanied with a noisy eructation 
of gas, it can often be prevented by holding the 
i infant in the upright position until the gas has 
1 been belched up. This expedient is so simple 
I that its value is generally under-rated, and yet 
in many cases its efficacy is immediate and 
! permanent. At the same time precautions should 
be taken to prevent the infant swallowing air, by 
adjusting the valve of the bottle, by enlarging the 
hole in the nipple, or, in breast-feeding, by holding 
the nursling in a more convenient position at the 
breast. 

Vomiting occurring soon after feeding, and 
accompanied by violent movements of the stomach, 
which can generally be recognised by waves of 
contraction passing across the abdomen, can, as a 
i rule, be prevented by heroic doses of bismuth. I 
was led to adopt this method after noticing the 
fact that habitual vomiters of this character never 
vomited after the administration of a “ bismuth 
feed ” given for X-ray examinations. 

Two teaspoonfuls of glycerine of bismuth 
combined with half a teaspoonful of milk of 
magnesia, ii[x of tincture of orange and one 
I tablespoonful of water makes a most elegant 
mixture for an infant. If given about ten minutes 
before a feeding it quiets the stomach down, and 
the food will seldom be rejected. As a rule it will 
not be found necessary to repeat the dose often, 
but even when it is found requisite to give a 
considerable number of doses, I have never 
, noticed any undesirable consequences. The mag¬ 
nesia tends to correct any resulting constipation. 

1 Vomiting which occurs from ten to thirty minutes 
I after feeding, especially when the vomit contains 
solid curds, can generally be prevented by giving a 
few grains of citrate of soda, either at the time of 
feeding or shortly afterwards. The citrate should 
be given freely at first, say 5 gr. to the ounce 
1 of milk, and then gradually reduced in quantity. 
I do not think it advisable to give continued large 
doses of this salt, as obstinate constipation may 
ultimately result. If the vomit is strongly acid, 
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tuxv-xxx of milk of magnesia is a most invaluable 
corrective. It is best to give this antacid just 
before the usual time of vomiting. If the activity 
of the gastric juices is feeble, elixir of papain in 
doses generally corrects the trouble. 

That comparatively common form of vomiting 
which consists in the return of a large quantity of 
clear fluid generally about half an hour after 
feeding is, in my experience, better treated by 
giving undiluted milk with citrate of soda than 
by any other means. The reduction in volume 
involved in the giving of undiluted milk has, I 
doubt not, a beneficial influence, but I believe also 
that such vomiting occurs chiefly among infants 
who have actite peptic digestions, and the adminis¬ 
tration of a food which occupies the energies of 
digestion and gives the stomach some work to do 
has a certain basis of rationalism. At any rate 
Irom practical experience I am convinced that the 
method is worth trying. 

The treatment of cases of vomiting occurring 
more than half an hour after feeding generally 
resolves itself into the treatment of a dilated 
stomach. Washing out the viscus is naturally the 
rational method of meeting the difficulty, but this 
is not always easy in out-patient practice. Lengthen¬ 
ing the periods between feeding, the giving of the 
food in more concentrated form, and’ in the 
administration of alkalies just before the vomiting 
usually occurs, are the best means of combating 
the difficulties. 

Before I leave the subject of vomiting I would 
like strongly to impress upon you the great impor¬ 
tance of long intervals between feedings both as a 
prophylactic and as a curative measure. I have 
come to the conclusion that two-hourly feedings 
cannot be defended on physiological grounds 
either for young infants or for sick infants. All 
the best authorities on the Continent recommend 
much longer intervals, and personally I have found 
that infants are more likely to thrive when they 
are fed every three hours than when the intervals 
are shorter. 

One of the most difficult forms of vomiting to 
treat is that which is dependent on habit, and this 
variety of sickness may occur at any period after 
feeding A habit of this kind is very easily acquired, 
and it persists long after the cause which has pro¬ 
voked it has been removed. In such cases the 
dial of the gastric motor mechanism is set, so to 


speak, with the indicator pointing to the word 
“ vomit,” and vomit the infant will however care¬ 
fully you may change the diet or method of 
administration. 

I have found that an exceedingly useful method 
of treating this kind of vomiting is to exhaust the 
vomiting centre just before feeding time by the 
administration of an emetic. I generally give— 

1 £ Vini ipecacuanha 5 j 

Ammonii carbonatis . . gr. ij 

Aquam ad . . . 5SS 

If this dose does not cause emesis, I order it to 
be repeated. This violent stimulation of the 
vomiting centre is followed by a period of quies¬ 
cence or exhaustion, and, as a rule, the succeeding 
meal is not returned by way of the mouth. I have 
cured a large number of habitual vomiters by this 
method. Sometimes a single dose fulfils its 
object, sometimes the dose has to be given on two 
or three successive days. I rarely get a complete 
failure. The difficulty in applying this method is 
the difficulty of making a positive diagnosis of the 
nature of the vomiting. 

Continuous crying or screaming seems at first 
sight a somewhat trivial symptom, but it is by no 
means trivial to the parent who has to live in the 
same room with the source of the disturbance. 
The late Dr. Cheadle used to say there were only 
two causes of continuous crying : first, the cutting 
of the eye teeth, the second, earache. When an 
infant is brought to me for this symptom I always 
think of these two most probable causes, and 
“ pace” those who do not believe in the troubles 
of dentition, I have found the latter most often 
the right diagnosis. Earache is exceedingly 
common in infants. When there is slight pharyn¬ 
geal cough, when glands can be felt in the neck, 
and when the infant rolls its head from side to 
side and pulls at its ear, even without confirma¬ 
tion of the diagnosis by direct inspection of the 
membranum tympani—which is not altogether easy 
in young infants—I consider it quite justifiable to 
instil some opium into the external auditory 
member. I employ the following formula: 
l Tincturae opii . . x 

Acidi carbolici . . gr. x 

Glycerinum ad . Jj 

Intermittent fits of screaming are far more 
common than continuous crying, and they are, as 
a rule, associated with disturbances of the motor 
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mechanism of the digestive tract. Wind in the 
stomach that cannot be expelled, pyloric spasm, 
hour-glass contraction and the tormina of mucous 
colitis are the most common causes in my ex¬ 
periences. 

Of the six infants included in the above list, 
four were suffering from dysperistalsis due to 
mucous colitis, one from earache, and one from 
laryngitis. 

The treatment of the tormina of dysperistalsis 
has already been referred to ; it is most successfully 
treated by free doses of the mixture I described as 
consisting of milk of magnesia, glycerine of bis¬ 
muth and petroleum emulsion. If necessary, a 
small quantity of tincture of opium or compound 
tincture of cardamoms may be added to the first 
dose, and afterwards omittted. The petroleum 
alone, or the petroleum with the bismuth, must be 1 
continued as a prophylactic measure for some 
days. 

Laryngitis is by no means an uncommon cause 
of cry ing in infants. It may be recognised by the 
hoarse character of the cry and the evidently 
painful cough. It is rapidly relieved by hot 
fomentations to the throat and by expectorants. 

There is a wide-spread belief that thirst is a 
common cause of crying. I cannot say that it has 
been my experience to find that water is a panacea 
for many cases of crying. 

Volumes might be written on the subject of the 
psychology of crying. There can be no doubt 
that crying very easily becomes a habit, and some 
infants show the greatest regularity in this respect: 
at the same moment day after day they will wake 
up and commence crying. How the suggestion 
arises it is not easy to say. It is quite certain, 
however, that the personality of certain women has 
a most baneful influence over certain infants, 
while other women have an equally potent influ¬ 
ence in soothing these conditions of irritability. 
It is quite astonishing how very quick infants are 
to learn when crying pays them. When they know 
their mothers are weak enough to pick them up 
and nurse them if they cry long enough, they will 
scream for hours until the unwilling resistance is 
overcome. 

Immeasurably the commonest cause of cough, 
at least as far as infants in London are concerned, 
is the pharyngeal cough. Very slight irritation or 
congestion of the naso-pharynx will give rise to this 


reflex symptom. The reflex once acquired is very 
apt to persist and become troublesome. It is 
the precursor of adenoid vegetations, Eustachian 
catarrh, and running ears. I have on record quite 
a hundred cases of infants who have developed 
successively the pharyngeal cough, then a small 
chain of glands in the neck, then earache, and 
finally, otorrhoea. Owing to my unhappy ex¬ 
periences of this sequence of events among my 
babies in Marylebone, I have paid considerable 
attention to such prophylactic measures as come 
within the range of practical therapeutics. 

Early operation is undoubtedly the best practice, 
but there are obvious objections to this drastic 
proceeding. On the other hand, regular and 
persistent irrigation of the pharynx through the 
nose is free from objection, and on the whole gives 
very good results. We supply the infants with a 
cheap nasal syringe and an antiseptic collunarium 
of the following formula : 

Lotio thymolis ; 


ijt Acid, boraci . 

• 3 >j 

Acid, benzoic 

• 5 j 

Thymolis 

• 5 j 

Eucalyptol 

. 5ss 

Glycerini 

• 5 viij 

Spirit, rect. . 

• 3 U 

Liquor, cocci 

• 5 >j 

Aquam ad. 

. Jlxxx 


The mothers must, of course, be instructed how 
to use the syringe, and this office is efficiently 
undertaken by our lady health visitors. 

An occasional painting of the tonsils and pharynx 
with a solution of nitrate of silver (10 gr. to the 
ounce) decidedly expedites the cure. 

The frequency of this septic condition of the 
pharynx among edentulous infants suggests that 
adenoids and tonsils are more likely to be respon¬ 
sible for carious teeth than that carious teeth are 
the precursors of septic inflammation of the naso¬ 
pharynx. 

The next commonest cause of cough is bronchial 
catarrh; indeed, among hospital patients this 
variety of cough is even more common than the 
foregoing, for infants with merely a pharyngeal 
cough are not, as a rule, considered ill enough to 
be brought to hospital. Both bronchial catarrh 
and tracheitis, especially the latter, are trouble¬ 
some, for the reason that the infant seldom coughs 
with sufficient force to expel the mucus. And for 
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this purpose there is nothing more valuable than become more violent—whereas with ordinary 


the administration of an emetic consisting of vinum 
ipecacuanha and carbonate of ammonium. 

In hospital practice the treatment of cough is 
very perfunctory. The stock cough mixture is given 
indifferently in the early stages of congestion before 
there is any mucous secretion, in the second stage 
when the secretion is free, and in the third stage 
when the secretion has become muco-purulent. 

Both at the Queen’s Hospital and at the St. 
Marylebone General Dispensary I employ three 
stock mixtures adapted to the pathological indi¬ 
cations of the three successive stages above 
mentioned. The formulas of these three mixtures 
are as follows : 

Mis/ura T/issis Inf a fiti/is. 


No. i. 

Potassii citratis . gr. iij 

Ammonii iodidi . . gr. j 

Vin. ipecac. .... v\\j 
Tincturse camphoras composite m_iij 
Syrupi aurantii . . v\ x 

Aquam ad. • 5 j 


No. 2. 

# Ammonii carbonatis . TT\j 

Oxymellis scillae .... v\v 

Vini ipecacuanhas .... niij 

Syrup tolutani .... n\vi 

Aquam ad.5 j 

No. 3. 

Ammonii carbonatis . . gr. i 

Terebeni.itpj 

Syrup tolutani v\v 

Pulveris acacias . gr. ii 

Aquam ad. . 5 j 


The other causes of cough, such as enlarged 
bronchial glands, pneumonia, tuberculous disease 
of the lung, and the reflex cough of stomach or 
ear origin do not require detailed mention. With | 
respect to whooping-cough it should be remembered 
that young infants very often do not whoop at all, 
and consequently the diagnosis may easily be missed 
unless special inquiry is made as to the spasmodic 
nature and the intermittence of the attacks. It is 
useful to remember that with the development of 
whooping-cough in infants the intervals between 
the paroxysms become longer as the actual attacks 


bronchitis the intervals become shorter and the 
actual attacks of coughing longer though not more 
violent. 

The formula for the mixture I employ in 
whooping-cough is as follows : 


Potassii nitratis . 

• gr- j 

Ammonii bromidi 

• gr- ij 

Ammonii iodidi . 

• gr- j 

Ammonii carbonatis 

• gr- i 

! Tinctura belladonna 

• "I'j 

1 Vini ipecacuanhae 

. IHj 

Aquam chloroformi ad. 

• 5 j 


As the case progresses I freely increase the 
1 tincture of belladonna and the ammonium 
1 bromidi. 

! The number of cases of diarrhoea which occurred 
in my series of forty-two infants was small (/. e. three 
only) owing to the season of the year, doubtless in 
summer the proportion would have been far higher. 

For the purposes of treatment the varieties of 
diarrhoea may be conveniently classified as follows : 

(1) Acute cases of summer diarrhoea. 

(2) The diarrhoea which accompanies mucous 
colitis or enteritis. 

(3) Lienteric diarrhoea. 

Summer diarrhoea with acute symptoms of 
collapse or exhaustion must be drastically dealt 
with. 

All food should be suspended for twenty-four 
hours at least, the colon should be thoroughly 
washed out with clysters of hot water injected at a 
low pressure by means of soft rubber catheter. 
Either a douche-can or a glass funnel may be 
employed. The temperature of the water should 
be at least ioo° F. and the quantity should be not 
less than one pint. In my opinion this proceeding 
has advantages over the subcutaneous injection of 
normal saline, since it serves the double purpose 
by washing out the bowel and of supplying the 
tissues with much-needed fluid. 

If vomiting is not a prominent symptom small 
quantities of brandy and opium may be given by 
the mouth. Fifteen minims of brandy and half to 
one minim of the tincture of opium given in a table¬ 
spoonful of hot water will usually help to relieve 
the symptoms of collapse. In those cases in which 
the feet are particularly cold, 10 minims of sweet 
spirits of nitre will be found to be useful in mitigating 
the vasomotor spasm. The popular plan of giving 
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arrowroot gruel is highly irrational, and personally 
I have no faith in egg-water. It is far better, after 
the bowel has been completely cleared out, to leave 
it in absolute rest and thus give it an opportunity 
of recovering. 

The subacute or chronic diarrhoea of mucous 
colitis, or enteritis, does not demand such drastic 
treatment. If the symptoms are severe it is 
advisable to give egg-water exclusively for twenty- 
four hours or longer, but in the majority of the 
milder cases it is unnecessary to suspend breast 
feeding, or to alter the bottle-feeds provided these 
are otherwise of a suitable character. 

In the treatment of mucous colitis or enteritis 
there are few drugs of equal value with castor oil. 
This oil may be administered in small and frequent 
doses in the form of an emulsion, or better, I 
believe, in a single and comparatively large dose at 
night-time. I usually order |-i drachm every night 
until the diarrhoea is better. If, as is often the 
case, the infant suffers from tormina and cries much, 

I give large doses of glycerine of bismuth, either 
alone or combined with opium and prepared chalk. 
There is no preparation of bismuth that so com¬ 
mends itself to me for infants as the glycerine of 
carbonate of bismuth. Bismuth is not an easy drug 
to administer to infants as all nurses know ; in most 
of its forms it is gritty and remains in the mouth. 
Moreover, it is often rejected altogether, whereas 
the glycerine preparation, especially if combined 
with a little saccharin and cinnamon water, is 
very well liked by babies, and can be taken in 
large doses. 

The following is a formula which I often 
employ : 

Glycerini bismuthi carbonatis . 5ss 
Elixi glusidi ..... ir^ss 
Aquam cinnamomi ad . . 3ij 

Many will think this a large dose of bismuth 
to give a young infant, but the best effects of 
bismuth are only obtained in this way. 

Cases of lienteric diarrhoea call for treatment on 
the lines of re-educating the digestive processes. 
Very often the total inefficiency of the digestive ! 
processes is accompanied by mucous colitis or ! 
enteritis, and if so, these conditions must be treated J 
in the manner already described. Since the digestive 
processes are in abeyance, all food, for a time, 
must be given in a completely predigested condition. 
The most convenient form of giving predigested 


food to hospital patients is to supply them with 
Fairchild’s peptogenic powders and instruct the 
mothers to digest the milk for forty minutes before 
giving it to the infant. For an infant 3 months 
old I order 3 oz. of predigested whole milk every 
3 hours—a combination of 3’s which makes the 
method easy to carry out and also to remember. 

As the condition improves the milk can be 
digested less and less every day, say, for two 
minutes less, until the infant’s reinstated powers of 
digestion enable it to deal with plain untreated 
milk. 

In severe cases of lienteric diarrhoea a tonic 
treatment with hypophosphites, sanatogen, or even 
with small doses of arsenic may accelerate the 
cure. 

June igth , 1911. 


StHAMBERG concludes that inflammation of the 
optic, auditory, and other cranial nerves has deve¬ 
loped in a minute percentage of cases after the use 
of salvarsan in syphilis. The same complications 
may occur spontaneously or after the use of mer¬ 
cury. Whether the incidence of such neuritic 
complications is larger after salvarsan than after 
mercury is a mooted question, on which foreign 
specialists are not agreed. These inflammations 
have occurred almost exclusively in cases of recent 
syphilis. They appear to have occurred exclusively 
after intra-muscular and subcutaneous injections 
and not after intra-venous administration of the 
drug. Optic and auditory neuritis have in many 
instances cleared up under a second dose of sal¬ 
varsan or under mercury and the iodides. Most 
of the cases of neuritis have occurred two to three 
months after a single injection .—Medical Record\ 
vol lxxix, No. 22. 
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THE SURGICAL TREATMENT OF 
TUMOURS OF THE BREAST. 


Delivered at the Polyclinic. 

By ARTHUR EDMUNDS, M.B., M.S., F.R.C.S., 

Surgeon to the Great Northern Central Hospital. 


Lapiks and Gentlemen, —I have chosen for my 
subject this afternoon a well-worn one, but none 
the less one whose importance merits frequent 
consideration. I want to deal with the question of 
the treatment of tumours of the breast from the 
clinical and practical standpoint, considering a 
particular type of case and the treatment necessary 
for dealing with such a case, rather than that 
required for a definite pathological condition. For 
in everyday life, this is the line on which we have 
to treat our patients, the pathological condition 
being often revealed later, although one sometimes 
can, by means of rapid sections, get definite 
information of the true pathological condition 
during the course of operation. 

One must first eliminate such swellings of the 
breasts as are in relationship with pregnancy—the 
ordinary physiological enlargements—abscesses and 
other inflammatory swellings, which form in the 
breast during the puerperium. These we shall not 
consider. 

In all operations on tumours of the breast, one 
has to consider certain factors which do'not come 
into play in tumours in other situations of the body, 
and I take it that one need make no apology for 
laying more than usual stress on these, because 
one finds them all too frequently neglected. A 
breast tumour must be dealt with so as to remove 
the whole of the disease, or to cure what pain may 
be present, causing at the same time a minimum 
amount of deformity and consequently minimising 
the shock to the patient. By this I mean not only 
that well-defined shock which follows severe 
operations or injuries, but the finer, psychical shock, 
usually difficult to measure, but in reality, affecting 
the patient’s happiness and well-being even more. 

The breast, as you know, has in profile an 
outline slightly more convex below than above, 
forming a prominence bearing the nipple on its 


apex. The two breasts are situated upon the 
thorax in such a way that when one is viewed in 
j profile the other is seen in full face. It is of some 
I importance to remember this in bandaging the 
breasts, and in attempting to restore their contour 
when performing a plastic operation. The upper 
I border of the breast crosses the fold of the pectoralis 
i major, which forms the anterior border of the axilla. 

The lower border is marked by a definite sulcus, 

1 where the skin of the breast joins the skin of the 
thoracic wall. 

The area which one seeks to disfigure as little as 
possible, is that above the nipples, not only because 
1 that is the part exposed in modern garments, but 
j also because it is the part of the breast* which is 
most apparent to the patient herself. A scar 
| concealed beneath the breast is much less likely to 
i attract a patient’s attention and cause her distress, 
than a much less prominent scar on the upper part 
j of the breast. 

As our first type of patient, let us take a case 
I which came under my care about a year ago. The 
! patient was a school-girl, aet. about 17 years, who 
! was brought to me, because in the upper and 
I inner quadrant of the breast, there was a very 
definite swelling to be seen. This swelling was 
I perfectly easily felt both when the patient stood 
I erect and lay down, with the fingers and the flat 
! of the hand. It was about the size of a large 
I walnut, moved freely under the skin, in the substance 
i of the breast, and on the tissues underneath it. 
The whole of the breast was mobile, and otherwise 
normal. The swelling caused no pain and no con¬ 
stitutional symptoms. The diagnosis was easy 
under such circumstances—a simple adenoma. 
An incision made around such a growth radiating 
from the nipple would have caused considerable 
deformity. It is, of course, possible that in course 
of time such an incision would have shrunk and 
become less obvious. But where one can avoid 
making such an incision, one should do so, 
especially in cases like this, where the tumour is 
situated right to the upper and inner angle of the 
gland. Such an incision I would, therefore, without 
any hesitation rule out; still more one made at 
right angles to the ducts, which would destroy 
practically the whole of the upper part of the 
breast for purposes of lactation. 

The best incision to perform in such cases is 
! one at the periphery of the breast along the sulcus 
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referred to above. I will ask you to notice the 
exact line of that incision, because it is one that 
is very frequently made inaccurately. One sees it 
made on the inner side or directly below. The 
sternum has been compared to the sword of 
a Roman gladiator, and the breast has been 
described as being hung from the junction of the j 
handle with the blade. Consequently the proper 
place for an incision, from the point of view of the 
hang of the breast, must be along its lower and J 
outer border. This has the additional advantage 
that it gives the surgeon most excellent access to 
the tissues underneath, enabling him to reach an 
adenoma situated in any part of the gland. When 
the skin has been divided the incision is deepened 
down to the fascia. Then it is easy to turn the 
whole of the breast practically inside out. You 
can then excise a sector from any part of the 
breast. In this particular case I made this incision, ‘ 
turned the breast inside out, and excised the upper 
and inner quadrant. Then it was possible, after 
arresting the bleeding, to pass stitches so as to draw 
the cut surfaces of the breast together and recon- j 
struct it. That has, of course, the double purpose 
of restoring the breast to its original shape, which 
is usually quite successful, and of obliterating the 
dead space or cavity which, if left between the 
two unyielding walls of breast-tissue, prevents 
healing. The breast was then replaced, and the 
skin united with a fine row of sutures. For fine 
stitching in the skin, I believe that an ordinary 
needle out of a lady's work-basket is the best 
instrument. 

We will assume, that the next swelling that one 
has to deal with is also in a youngish woman, but 
in this case it is more diffuse, there is dragging 
pain in the breast with tenderness, and there are a 
few glands in the axilla—a case of interstitial I 
mastitis not necessarily associated with pregnancy, 
and a fairly common condition in young women in 
the third and fourth decades. Such a breast 
requires very little in the way of operation, and 
probably the best method of treatment is some 
form of support. There are many such forms of 
support, but the fault of most of them is that their 
designers do not remember the fact that Nature has 
placed the breasts as I have described, so that when 
one is viewed in profile the other is seen in full face; 
or to put it in another way, when looking from the 
top of the patient's head at the chest-wall the 
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breasts diverge at a right angle. In all breast 
supports care must be taken to see that the pres¬ 
sure exerted on the breast is appropriate to the true 
direction of the glands. 

Our next type of case is an older patient suffer¬ 
ing from one of the commonest and most puzzling 
tumours met with in the breast, that is to say in 
one part of the breast there is an ill-defined, firm 
nodule. As a rule, in this type of patient the 
breast is a little flattened, it has not the full 
roundness that it has in youth, it hangs a little 
lower and the nipple is more depressed. In one 
part of the breast one can feel a vague, slightly 
nodular swelling, and one is never sure that there 
are not smaller nodules scattered here and there 
throughout the breast. Such a tumour affords 
more problems for treatment than almost any 
other surgical condition. Such a condition has 
undoubted dangers. In the first place the nodules 
may enlarge until they become cystic tumours of 
considerable size, causing the patient quite a definite 
amount of inconvenience. Secondly, there is a 
risk that a breast irritated and inflamed like this 
may become the seat of malignant disease. And 
thirdly, there is always the possibility that it may 
have become the seat of malignant disease already, 
although the typical clinical symptoms have not 
yet developed. The method of treatment just des¬ 
cribed for adenomata may be employed, that is to 
say, we can make an incision along the lower border 
of the breast, turn it up and take out that quadrant 
which contains the most marked nodules and 
perform a plastic operation on the breast. This 
method has, however, its disadvantages. When 
one studies such a breast one finds that the whole 
surface of it is studded with small cysts, some 
being of considerable size and others being abso¬ 
lutely microscopic. Their size varies and their 
characteristics vary, but they are scattered prac¬ 
tically throughout the whole breast. The logic of 
excising a portion of such a gland is not very 
apparent, and I think that when one is confronted 
with a case like this, the best method is to remove 
the whole breast. This may be done quite satis¬ 
factorily through an incision such as I have already 
described, made along the lower and outer borders 
of the breast. The skin is dissected up, over 
the surface of the gland, and the whole breast 
taken away, the ducts being cut across at the 
base of the nipple and the skin replaced as 
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before. If this method of treatment is considered 
too drastic you may proceed in a milder fashion. 
You can turn up the breast and expose it quite 
fully, and then excise pieces from all parts of 
the breast wherever cysts can be felt ; but it 
seems to me more logical to remove the whole of 1 
the glandular tissue. These cases usually occur in 
elderly patients, in whom the loss of the breast is 
of less importance than it would be in a younger 
woman, and consequently, provided you leave the 
skin over the nipple, I think you do little harm. 
The presence of the nipple, I think, gives the 
patient the impression that she has been less 
mutilated, and I am certain the patient feels that 
the operation has been less severe when she has 
an incision below the gland, even though the 
breast be flatter, than when she has a long incision 
extending across the thorax into the armpit. 

In. the next type of case one or the other breast 
is enlarged, and there is an indication of a rather 
rounded swelling on one side or other of the nipple. 
The swelling may be visible, but more often it is 
only palpable. In marked cases the whole breast 
may be pushed forward by it. Undoubtedly these 
appearances are often due to single cysts ; but this 
condition, strictly speaking, is not particularly 
common. What is much more often met with is 
one big cyst and other little cysts around it. Con¬ 
sequently, the method of treatment advocated for 
cystic breasts generally, is the more accurate method 
of treatment in these cases. Such a cyst can be 
dealt with very efficiently by tapping, but there is 
always this drawback, that, having tapped the large 
cyst, there will always be the risk of smaller cysts 
growing up and requiring treatment. Still, if you 
can get the patient sufficiently into your confidence 
to understand this risk, you may tap such a cyst, ! 
and sometimes save more severe operative ] 
measures. In any case I think it is not a bad plan ' 
to tap these cysts, even if you are actually going to | 
excise the patch. It may be difficult to differen- | 
tiate the cyst from a solid tumour, and if such a | 
diagnostic puncture can be made on the operating 
table, it may allow removal from below instead of 
through the skin over the breast. In tapping such 
cysts you should run a hypodermic needle into it 
and draw off the fluid. Then you should inject 
into the cyst cavity five or ten minims of liquid 
carbolic acid, but without withdrawing the needle, 
because it is easy to tap a cyst when that cyst is 


full, but it is practically impossible to get the 
needle back when once you let the fluid out. Be 
careful, therefore, to keep the needle in position 
while the carbolic acid is being injected. After the 
needle is withdrawn the hand is gently rubbed 
over the breast, so as to diffuse the carbolic acid, 
and a small pledget of wool with some collodion 
on it placed over the puncture. The patient may 
feel a certain amount of burning pain in the breast 
for a short time, but this soon passes off, and the 
cyst usually remains cured. But, as I have said, 
the disadvantage of this method of treatment is 
that, although you may cure the cyst actually 
injected, an adjacent cyst may enlarge subsequently, 
and there is also the possibility that the cyst may 
contain in its wall a malignant growth. The 
operation should not be performed unless one is 
practically certain of the diagnosis ; but if one can 
be certain that one has to deal simply with a single 
and non-malignant cyst, this method of treatment is, 

I think, quite justifiable. 

In the few moments we have left I want to say 
a little about the more dangerous tumours that we 
have to deal with. For example, a small lump in the 
breast, that one has watched with the provisional 
diagnosis of mastitis, which becomes adherent to 
the skin. This adhesion to the skin is a physical 
sign which I have often felt inclined to disregard, 
but have never done so, except to my own dis¬ 
comfiture. A tumour of the breast may be so 
small that one is reluctant to perform an extensive 
operation for its removal, but yet that small tumour 
is definitely connected with the skin. However 
small the tumour, adhesion to the skin, as evidenced 
by dimpling when the skin is pinched up over it, 
must be regarded as a sign of the highest import¬ 
ance. I think there is no sign that one meets 
with in the whole of surgery of such supreme 
importance in the diagnosis of any disease as the 
connection of a tumour in the breast with the 
skin in the diagnosis of malignant disease. When 
malignant disease has developed itself to any con¬ 
siderable extent in the breast, diagnosis is not 
difficult as a rule; but it must be remembered 
that the breast is in reality a very extensive 
organ. Although the actual projection from the 
thoracic wall is not particularly large, and the breast 
lobules may be confined to this area, yet breast 
tissue may be scattered about, reaching as far as 
the middle line internally to the upper part of 



The Clinical Journal. ] 


MR. EDMUNDS. 


[June 21, 1911. 173 


the abdomen below, to the clavicle above, and 
outwards to the axilla. All this area, therefore, 
is liable to contain breast tissue, and, consequently, 
a tumour within it must be suspected of having 
its origin in mammary gland tissue. It is not 
common to find tumours of outlying portions of 
the breast, except towards the axilla; but it is 
not uncommon to find little tumours at extreme 
outer parts of the breast. I met with one a Tew 
days ago connected with the breast proper by a 
sort of strand of gland tissue. Such a nodule must 
be considered with suspicion, as it may be an 
ordinary carcinoma. Anywhere around the breast 
one must be on the look-out for nodules which, 
being adherent to the skin, must be held to be 
suspicious of carcinoma of the breast. I remember 
one case in which a woman died from recurrence 
of what was considered to be an endothelioma of 
the axillary glands. The breast was never 
operated upon, but several operations were per¬ 
formed on the axilla. The last of these was 
performed by me, and, from the microscopical 
appearance, I have no doubt that the case had 
been one of carcinoma of a small outlying lobule 
of the breast. 

In dealing with a tumour in which malignancy 
is doubtful, one of the first things to do is to set 
the doubt at rest. No operation of the type 
described for adenoma, must be carried out in any 
case where one suspects malignant disease. If 
there is a nodule in the upper part of the breast 
which one suspects to be a malignant growth, it is 
not good practice to turn the breast up and 
remove the lump. It is much better to excise the 
tumour with the skin over it. In this way you 
minimise the risk of infection of the skin and 
surrounding tissues with cancer-cells. In dealing 
with malignant disease all cosmetic ideas must be 
thrown aside, the point to be considered being 
thoroughness. When the portion of the breast 
has been removed it should be cut across and the 
tumour itself examined, a rapid microscopical 
section being obtained if possible. If the tumour 
prove to be an innocent one the wound is simply 
sewn up, if malignant it is sewn up and the breast 
then amputated. 

I have not time now to do more than indicate in 
brief outline, what must be removed in operating 
for malignant disease. First as regards the skin, 
provided that the tumour is in the middle of the 


breast the problem is simple—an incision surround¬ 
ing the breast, continued up into the axilla for the 
; purpose of enabling one to clear out the gland and 
fascia. The difficulties are in cases where you have 
a tumour situated towards the margin of the breast 
| and projecting well out into the axilla. All the 
j lymphatics in that portion of the breast run up 
to the nipple, and then on into the glands of the 
axilla. Around the nipple is a wide-meshed plexus 
of lymphatics which is early infiltrated with cancer- 
cells. The whole of that meshwork mu'st be 
removed, and one must therefore plan one’s 
incision so as to remove the skin around the 
tumour for about a couple of inches in all 
directions, together with the skin over the whole 
surface of the breast. The best plan, perhaps, is to 
take your knife and mark out the minimum that 
must be removed, then* prolong the incision 
upwards into the axilla, keeping, as a rule, as far as 
possible on the upper surface of the arm, so as to 
minimise the tendency to the formation of a web 
which a scar across the axilla always possesses. This 
makes a great deal of difference to the subsequent 
utility of the arm; a great deal of skin must often 
| be removed, and when this has been done and the 
| operation completed, closure of the wound is not 
always easy. It is well not to allow any fears as to the 
closure of the wound to interfere with the thorough 
| ness of the removal of the disease. Although 
area of skin excised must be extensive if the 
operation is to be a success, it is usually possible 
by turning a flap up from the abdomen or sliding a 
flap in from the flank to perform a plastic operation 
j so as to close a large wound. Failing this one must 
I use skin-grafts. Having begun the operation by 
marking out the skin to be taken away you next 
remove as much as is necessary of the pectoralis 
major and minor. Then not only must the breast 
and the lymphatic gland be removed, but all the 
fat and fascia in the costa-coracoid membrane 
and along the great vessels, as they go into 
the neck. It is well to commence the dissection 
high up beneath the clavicle so as to get at the 
apex of the chain of infection, and then clear 
everything down towards the axilla. 

June 19 th, 1911. 
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A STUDY OF THE LIFE-HISTORIES OF 
FIFTY CASES OF CHRONIC INTESTINAL 
STASIS TREATED BY SHORT-CIRCUIT¬ 
ING OR COLECTOMY. 

By HAROLD CHAPPLE, M.A., M.B., B.C.Cantab., 
B.Sc., F.R.C.S.Eng. 


(Concluded from p. 160.) 

Case 43,—M. G—, female^ since 1894 was the 
victim of most obstinate constipation, the bowels 
acting only from medicine at three or four days* 
interval. The act of defaecation was attended 
with great difficulty. Accompanying this she had 
suffered from pain in the abdomen of seven years’ 
duration, with sickness, severe headaches, debility, 
loss of appetite, and depression. She was getting 
much thinner and could not keep at work for 
many days together. She had been medically 
treated for sixteen months with tonics, aperients, 
enemata, massage, and dieting, but only got pro¬ 
gressively worse. Her weight went down to 99 lb. 
She had given up work since 1903. 

In March, 1905, an ileo-colostomy was per¬ 
formed. Since her operation her doctor writes : 
“ Her colour has markedly improved, her bowels 
act without difficulty, and she is in much better 
general health. She has been able to resume 
work.” 

The patient writes to say : “ My weight is now 
128 lb. I am now able to eat anything without 
being sick and have a good appetite. I have 
taken no medicine of any sort since September, 
1907. Everyone tells me how much better I look. 
I feel much better in every respect, and I feel 
so pleased to be so well again. I feel quite able 
to do my work without feeling overdone.” 

Case 44.—F. M. M—, female, single, aet. 41 years, 
was a nurse, who had suffered for years from con¬ 
stipation, and this had, in spite of treatment, 
progressed markedly. This had been accompanied 
by marked pain in the right side of the abdomen, 
and in the back. In addition, she had frequent 
attacks of nausea and vomiting after food. 

She had frequent attacks of distension, and was 
losing flesh. She had frequent headaches, and her 
skin was becoming “ yellow.” She said, “ I felt 
gradually to be growing more and more tired of 
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| everything and everybody, and I was always so 
| exhausted after a little work, and became very 
distended after food or exercise. This, coupled 
with the abdominal pain, had made me quite 
I unable to go on as a nurse.” 

| In April, 1907, the colon was removed as far as 
I the splenic flexure. She was discharged on May 
I 28th, and states “that although I do not yet feel 
I strong in the abdomen, I begin to feel grand. No 
sickness—not a bilious attack since the operation. 
No headaches. Aching feeling gone in the right side. 
Bowels act regularly every day without medicine. 
Colour good, and putting on flesh rapidly.” 

Again, on February 7th, 1911, in reply to my 
inquiry, she writes “ that she has had only two 
attacks of abdominal pain since her operation. 

1 Otherwise her health is splendid. She is able to 
| work hard, and does not feel ‘stupid.’ No consti¬ 
pation. No headache or sickness. She has put 
on flesh since the operation, and maintained it, 
and is now in charge of a nursing home, and is 
most grateful for what has been done for her.” 

Case 45.—J. F—, female, single, had suffered 
from abdominal pain for many years. This was 
associated with marked constipation. 

In 1900 she underwent a rest cure for “un¬ 
accountable wasting.” 

In 1905 she was still suffering from much 
abdominal pain and always constipated. 

In 1906 the pain continued and nephrorrhaphy 
! was performed. 

She was in bed for three months and got com- 
J paratively well. On getting about again the pain 
| continued and more loss of weight, so that an 
| eminent London surgeon was consulted, but could 
find no evidence of disease, malignant or other¬ 
wise. 

In 1908 has a severe attack of diarrhoea and 
sickness. For this a dry diet was advised, but the 
pain was still very severe. 

In 1909 another London physician was called 
in and diagnosed dilated stomach, for which treat¬ 
ment was advised, and now the question of gastro¬ 
enterostomy was discussed. 

She was seen then and her weight was down to 
87 lb. 

She has severe constipation with marked ab¬ 
dominal pain which is worse after food. She was 
found to be suffering from marked symptoms of 
auto-intoxication. An ileo-colostomy was per- 
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formed, and on February, 27th, 191 x, her doctor 
writes to say that she has almost entirely lost the 
old abdominal pain from which she had suffered for 
something like twenty years. Her bowels act 
easily with an occasional aperient. She has 
regained her former weight and takes an eight- 
mile walk almost daily. 

Case 46.—M. C—, female, aet. 35 years, single, 
had been in indifferent health for some years. She 
had no appetite; her bowels were very irregular, 
being open about once in every five or six days. 
She was continually taking purgatives of every 
description, but drugs and enemata were of no 
avail. She often vomited after food. She had lost 
much weight, and had a yellow, unhealthy com¬ 
plexion. She suffered from much mental depres¬ 
sion, and, to use her own words, “ life was a misery 
to her.” She had had marked abdominal pain, for 
which in 1900 her appendix had been removed. 
The pain continued. 

On November 3rd, 1904, a lateral anastomosis 
was performed. 

In January, 1905, she is reported to be quite a 
different looking woman. She has a healthy, clean, 
rosy complexion. The bowels open regularly. Her 
appetite has returned and she has much improved 
and feels markedly better, though, of course, she is 
not in robust health. 

In 1906 she began to get attacks of abdominal 
discomfort in the region of the caecum, and the 
colon was removed. After this she greatly improved 
and put on two stone in weight. 

In March, 1907, she had a sharp attack of abdo¬ 
minal pain followed by vomiting. Gastric ulcer and 
general peritonitis were diagnosed and the abdomen 
was opened. No ulcer was found, and she made 
an uninterrupted recovery. 

Since then she has been in excellent health and 
spirits. She has gone out to Canada, and writes to 
say that she is very pleased to be able to say how 
well she is keeping, and that she is now thoroughly 
interested in and pleased with her life. 

Case 47. —K. B—, female, single, had suffered 
for years from severe constipation, and since 1905 
had also passed mucus. 

This had been accompanied by great abdominal 
pain. Her appetite had gone, and she had lost 
much weight. She showed marked signs of auto¬ 
intoxication. 

In April, 1907, an ileo-colostomy was performed. 


On January 27th, 1911, her doctor writes to say : 
“She is well nourished, and looks well. Her 
colitis and constipation, for which the operation 
was undertaken, are quite cured. She has some 
abdominal pain still, and in one attack, accom¬ 
panied by vomiting, on the advice of a London 
j physician I explored her stomach for ulcer, but 
j found none. Since then she has been passing • 
I small uric acid stones from her right kidney, 
and this is associated with pain.” 

Case 48.—Miss S— had suffered for years from 
I extreme constipation. In spite of all treatments 
and advice this had progressed, so that at the end 
she would go a fortnight without an action. One 
great cause for this was the extreme pain that 
accompanied an action. This abdominal pain was 
a very marked feature. She had constant nausea 
and attacks of vomiting. In 1903 the abdomen 
was opened and a cystic ovary removed. Her 
| condition became desperate and she wasted 
I rapidly, and was absolutely at the end of her tether. 

For seven years previous to her operation she 
had been rendered a complete invalid, and had 
scarcely been outside her house. In September, 
1909, the colon was removed to the iliac region. 
At the operation the bowel was found firmly 
adherent and a large mass of tubercular glands was 
present, which involved nearly the whole of the 
mesentery of the small intestine. 

In February, 1911, her doctor writes to say 
“that the improvement is really extraordinary. 
She has made a steady progress back again to 
health. She has put on a lot of flesh and is quite 
plump again. She goes out to call on her friends. 
She walks miles and does all her housework. She 
is a different person altogether.” 

Case 49.—M. P—, female, single, set. 40 years, 
had suffered with constipation for nine years. 

Her bowels have not been at all regular in spite 
of treatment, which has been varied and prolonged. 
By the aid of enemata, etc., she gets on an average 
one action a week. 

Her hands and feet are always cold and she 
suffers from frequent headaches. She cannot do 
any housework and she cannot walk more than a 
mile or two without feeling exhausted. 

Abdominal pain comes on in acute attacks and 
she is then unable to do anything—these attacks 
have twice led to a diagnosis of appendicitis but 
no operation has been performed. She suffers 
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from marked mental depression and inability. On 
admission she is sallow and pigmented and is 
listless. There are marked cystic changes in her 
breasts. 

On September 8th, 1910, an ileo-colostomy was 
performed. She was discharged on October 15th, 
1910, with a very marked improvement. She was 
• much brighter mentally and her skin much clearer. 
The bowels act easily and regularly. She no 
longer suffers from cold hands and feet. The 
vomiting and headaches are gone and she is quite 
comfortable, and says she feels very markedly 
improved. 

February 25th, 1911 : She is very pleased with 
her condition still. 

Case 50.—A man, set. 43 years, had always been 
inclined to be constipated, and in 1898 went abroad. 
In March, 1899, had a bad attack of dysentery. 
After that he had alternating constipation and 
diarrhoea and a good deal of pain. 

A further acute attack in 1900 was followed by 
several other attacks. He was treated medically 
for it by the greatest authorities with only tem¬ 
porary benefit, and in August, 1906, soon after his 
return home, was seized with haemorrhage and pain. 

In January, 1907, an ileo-colostomy was per¬ 
formed. This was very difficult, as the rectum was 
contracted and anchored. The colon was too fixed 
for removal to be attempted. 

In March, 1911, his doctor writes: “The result 
of the operation in his case has been excellent. 
Before it he was incapacitated owing to the 
frequent recurrent attacks of chronic dysentery. 
Since the operation he has had no trouble of this 
kind and has been able to return to work. I shall 
certainly recommend an operation if I have a 
similar case to deal with.” 

June 19 th 1911. 

Resuscitation of New-born Infants. — 

Ahlfeld emphasises that the causes and clinical 
picture of the asphyxia of new-born infants vary 
from case to case, so that individualised treatment 
is imperatively necessary. In order to ensure this, 
he clears the child's upper air-passages and places 
it at once in a bath tub, keeping the water con¬ 
stantly at 38 J to 40 C. (ioo*4 to 104° F.). All the 
examination of the child is done in hot water. Pie 
insists that the umbilical cord should be cut at 


once in case of asphyxia; no change that can 
i benefit the child can occur by means of the 
placental circulation, and consequently there is no 
i use in leaving it with the mother. In the hot 
I water the capillaries of the skin filled with blood 
relieve the congested organs, and the stimulus from 
; the change from room temperature to that of the 
hot water has a powerful action on the circulation. 
It is then easy to inspect the child and estimate its 
viability and determine whether the air passages 
are free or not. He adds two more to the four 
cases he has previously published, in which the 
child breathed, but there was no action on the 
! part of the heart; on the other hand a new-born 
child may be dead and yet its heart may keep 
i beating. This renders it difficult to distinguish 
actual from apparent death of new-born infants, 

1 and this decision is much facilitated by observa- 
I tion of the child in the hot water. If the air- 
1 passages cannot be cleared, he holds the child 
l up by its legs for fifteen seconds, tapping its 
thorax and watching to see if mucus drips from its 
| mouth or nostrils If these manipulations fail, he 
I wraps the child in a hot blanket and introduces a 
| flexible catheter to aspirate the phlegm in the 
| trachea and bronchi. If the passages can be 
( cleared in this way, the viable child makes a deep 
! inspiration and the heart action soon revives. 

Measures should be at hand for these procedures 
I at every childbirth, and especially when there are 
pathologic conditions. Vigorous friction of the 
! child’s body has proved the best stimulus at this 
stage; the child is wrapped with hot cloths and is 
! replaced in the hot water between each manipula¬ 
tion, pouring in hot water to keep the temperature 
at the desired height. Insufflation through a 
j catheter and Schultze’s swinging may effectually 
supplement the other measures, but the swinging 
is contra-indicated with weakly and deformed 
children, the prematurely born and those injured 
during birth, as also when there is suspicion of 
pressure on the brain. For this the hot bath is the 
! best of all measures, possibly supplemented by a 
little venesection. Ahlfeld adds that if after half 
an hour of these measures there is no sign of life, 
except the contractions of the heart, there is no 
hope of reviving the child, and further efforts are 
I merely to satisfy oneself and the family that nothing 
has been left undone.- Journ . A.Jf.A. , vol. lvi, 
1 No. 22. 
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PATHS OF INFECTION OF THE 
URINARY TRACT. 

By W. BRUCE CLARKE, 

Senior Surgeon to and Lecturer on Surgery, St. 
Bartholomew’s Hospital ; Member of the 
Council of the Royal College of 
Surgeons, etc. 


SURGICAL KIDNEY. 

Gentlemen, —You have often heard me refer to 
the question of how the urinary tract gets infected. 
I am anxious to call your especial attention to-day 
to the question of its infection, because within the 
I last few days we have had a case in the wards 
which throws considerable light upon the matter. 

You have often heard me make the statement 
that surgical kidney, as it is somewhat inappro- 
| priately called, is not produced, at any rate as a 
j ru|e, by the infection spreading up along the mucous 
membrane from the urethra to the bladder, and then 
by way of the ureters to the kidneys, as most of your 
text-books would at least lead you to infer. The term 
“surgical kidney” is, I say,a singularly inappropriate 
one to apply to a condition of pyelitis and pyelo¬ 
nephritis, which, so far from being the result of 
a surgical accident, is in reality due to a neglect of 
one of the most ordinary rules of surgical practice. 
It is produced by allowing pus and inflammatory 
products to accumulate in and around the urinary 
tract instead of providing a free exit for them by 
means of appropriate drainage. 

The case to which I am about to refer is an 
excellent illustration of this point, and I am sure 
that when you have seen and heard what I have to 
say about it you will at once admit the truth of my 
statement. 

B. D—, aet. 44 years, was admitted early on 
Sunday morning, February 12th, 1911. He came 
here complaining of inability to pass his water. 
His bladder was distended, and reached to his 
umbilicus. Mr. Donaldson, recognising from his 
general condition that he was seriously ill, at once 
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admitted him. A No. 4 catheter was passed into 
his bladder, and about a pint and a half of urine 
was drawn off. Considerable difficulty was | 
encountered in the passage of the catheter, owing 
to the presence of several false passages. The ! 
catheter was tied in, but came out during the night. 
The following morning it was re-introduced. 
Shortly afterwards the patient had a rigor. In the 
course of the afternoon his pulse became very 
rapid, but was good. In the evening a No. 7 
catheter was passed, and a small amount of urine 
drawn off. From that time till I saw him on 
the Monday no urine whatever was passed. 
Thinking that possibly the catheter might be 
blocked with blood or mucus, Mr. Donaldson 
injected some boracic lotion into the bladder, but 
nothing returned except the fluid that had been 
injected. 

February 13th : When I saw him on the Monday 
afternoon his general condition was fair. He 
expressed himself as feeling comfortable, and his 
pulse was 140, of fair volume, and regular; 
Temperature, 102*4° F. During the previous 
twelve hours he had sweated considerably, and 
had felt cold. No actual rigor had occurred, 
but no urine had been passed since the previous 
night and there was none in his bladder. 

His blood pressure, taken with a Tacbon’s 
sphygmomanometer, w r as only 50 mm. ; 

At 1.45 p.m., as you know, he was brought down 
into the operating theatre and an anaesthetic ad¬ 
ministered. 

I made several attempts to introduce a catheter 
but was unsuccessful. Under these circumstances 
I deemed it safer to perform a supra-pubic cysto¬ 
tomy, and not to persevere in any further attempts 
with the catheter. 

The bladder was found without difficulty. It 
was quite empty. A supra-pubic tube was inserted. 

It was, of course, now clear beyond any pos¬ 
sibility of doubt that we had to do with a case of 
suppression, and the patient’s condition was a very 
grave one. 

At 4.30, nearly two hours later, by which time 
most of the effect of the anaesthetic had worn off, 
his condition was even more grave. His pulse was 
imperceptible at the wrist. His temperature had 
fallen to normal. His blood-pressure was only 
45 mm. 

One c.c. of B.P. pituitary extract was at once 


administered, with little or no effect, and the 
patient was dry-cupped over the loins shortly 
| after. 

At 6.45, two hours later still, he was much in the 
j same condition. An intra-venous saline injection 
w r as at once administered, and the cannula left in 
position so that the saline might be gradually, and, 
at the same time continuously, absorbed. 

At 7 o’clock his pulse at the wrist again became 
perceptible, but no urine was found in the dressing 
until after 10 p.m., by which time his blood-pressure 
had risen to 70 mm ; temperature 96° F. 

With a view to raising his temperature he was 
heated up by placing electric lights under the bed¬ 
clothes, and at last by 1 a.m., February 14th, his 
condition showed a marked improvement. About 
half an hour later the signs of improvement were 
, very marked. He became very restless and had to 
be strapped down to prevent his getting out of bed. 
Pulse 120. 

February 14th : The following morning at 9 a.m. 
he was much better. Nearly six pints of saline had 
been introduced into the circulation. It had had 
its effect and the cannula was removed. 

2.30 p.m.: I saw him and found him much 
improved and free from any immediate danger. 
Blood-pressure, 112 mm. ; pulse, 120 ; temperature, 
98*4° F. He had been delirious at times during 
; the morning. 

February 16th: Much quieter, but delirious at 
times. Blood-pressure, 130 mm.; pulse, 104. 
Abdomen somewhat distended with wind. Bowels 
had been opened three times. Was passing a fair 
quantity of urine by the supra-pubic wound. The 
urine appeared to be fairly clear. 

February 17th: The patient was in a semi- 
comatose condition, and resisted all attempts to 
give him food. He had been so restless on the 
previous night that various hypnotics had to be 
administered to prevent his getting out of bed, 
after which he gradually lapsed into a state of 
muttering delirium and slept at intervals. 

Later on in the day the patient became much 
worse, but his pulse continued good almost up to 
the end, and he passed some urine as well, which 
was, however, deeply blood-stained. 

At 6.30 p.m. he died. 

A post-mortem was performed on the following 
day, which many of you witnessed, but I should 
like to direct your special attention to the con- 
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ditions that were present, and to dwell somewhat 
on their significance. 

There was a well-marked stricture of the urethra 
situated at the usual spot, viz. just at and in front 
of the membranous urethra. The urethra was 
dilated behind it. The bladder was small and 
contracted and its muscular walls hypertrophied. 
The ureters were little, if at all, dilated, but both 
kidneys were in a condition of pyelonephritis. So 
far, of course, the appearances were almost exactly 
what we might have predicted, but let me call your 
attention to certain other conditions, all of which 
could be easily detected without the aid of anything 
but the naked eye. 

Just outside the strictured portion of the urethra 
were a few beads of pus, hardly enough, perhaps, to 
warrant me in calling the condition one of peri¬ 
urethral abscess, but peri-urethral suppuration it 
certainly was, and all the more serious because it was 
not cut ofif frpm the surrounding tissues. Leading 
from this spot and passing up under the prostate, 
perhaps invading its under part, was a line of 
inflamed tissue marked here and there by tiny 
drops of pus. It led onwards to the left vesicula 
seminalis, which was bathed in pus, and up the wall 
of the true pelvis following the general course of 
the ureter till it reached the psoas muscle; there it 
made a deeper impress of its path, for not only 
was there a line of inflamed tissue along the course 
of the lymphatics as far as the hilum of the kidney 
itself, but a part of the psoas muscle not far from 
the aorta was actually sloughing. Some small 
sloughs of destroyed muscular tissue were pulled 
out of it. 

The perirenal fat contained several small 
abscesses and so also did the cortex of the kidney 
itself. The rest of the left kidney was in a state of 
acute inflammation. 

The right kidney was, speaking generally, in a 
similar condition of inflammation, except that 
there were no small abscesses in its cortex, and 
nothing to show how the inflammatory condition 
had been started. There was no line of inflamed 
tissue beginning at the seat of stricture and spread¬ 
ing up to the corresponding kidney, as was clearly 
the case on the left side. 

Now I think you will admit that I have some 
justification for asserting that the condition which 
is commonly spoken of as surgical kidney is 
produced by inflammatory assault outside the 


mucous membrane. Mark ! I do not say that 
there is not such a thing as an ascending pyelitis 
spreading up along the urinary passages, but I 
have the very greatest doubts of its existence. 

I go further and can assert that I have never seen 
a case which proves more clearly than the one 
before us that the path of infection of the kidneys 
from the lower parts of the urinary tract is through 
the lymphatic channels, and not by the urinary 
passages. 

I have been accustomed to lay stress on the 
fact that the minute abscesses which are observed 
in the kidneys in such cases are invariably situated 
in greater abundance in the kidney cortex, and 
often are not to be found in the substance of the 
kidney parenchyma at all, and that patches of 
inflamed tissue are to be found in the bony pelvis 
outside the bladder-wall, but this case demonstrates 
beyond any possibility of doubt that an.inflamma¬ 
tion may start around a stricture, and that we may 
be able to trace its course along lymphatic tissue 
right up to the kidney. In a future lecture I shall 
hope to lay before you some more evidence of a 
similar kind in reference to tubercular disease of 
the urinary tract. 

But for the present let me revert to the lym¬ 
phatics and draw your attention to the lessons we 
may learn from the latest researches into the 
anatomy of the lymphatic system of this part of 
the body. Most of our knowledge of the 
lymphatic system which is embodied in the 
works on systematic anatomy is derived from 
Mascagni’s monumental work, published during 
the latter years of the eighteenth century. So far 
as it goes the work leaves little to be desired, but 
more modern methods have enabled the minutiae 
of the lymphatic distribution to be more carefully 
and accurately studied. The researches of Sappey 
some fifty years ago, and more recently those of 
Poirier, enable us to elucidate the paths of lym¬ 
phatic inflammations in a way that was formerly 
impossible. It is to Poirier’s work* that I would 
at present direct your attention ; you will there find 
a full account of the lymphatics of the penis, 
prostate, bladder, etc. 

The lymphatics which drain the membranous 
urethra in their passage upwards towards the 
pelvis and sides of the vertebral column are 

# ‘ The Lymphatics,’ Poirier, translated by C. Leaf. 
Constable, London, 1903, p. 177. 
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joined by those of the prostate. From this point 
some of them apparently follow the general course 
of the pudic artery, whilst others pass lower down 
under the back of the prostate, and crossing 
the side of the rectum pass up by the lateral 
sacral route to the brim of the pelvis, and there 
join the ascending chain of lymphatics which passes 
up along the sides of the vertebral column, and ^ 
some of which, following generally the course of the j 
ureter, are joined by the kidney lymphatics about | 
the level of the renal vessels. 

If you reflect on this description of the route 
taken by these penile and prostate lymphatics and j 
their connections with the surrounding parts, you 
will, I think, admit that the septic material from 
this man’s peri-urethral inflammatory focus followed j 
almost exactly the route which Poirier describes. 
Indeed, had the anatomical relations of these lym- , 
phatics been unknown from an anatomical stand- | 
point, it might have been fairly accurately discovered j 
from the pathological data which I have laid before 
you. 

There is, however, one step more in the anatomy j 
of these lymphatics to which I must call your 
attention. Why did the septic material not pursue J 
its course along the vertebral column, following the 
general trend of the lymphatic stream, instead of 
turning aside to attack the kidneys en route ? 

In order to understand this point we must dwell 
for a few moments longer on the question of the 
arrangement of the lymphatic system in and around 
the kidney. This subject has been fully studied 
not only by Poirier,* but also by Stahrf and 
Cun£o,J to whose original papers I would refer you 
for further and fuller information. I 

It appears from the investigations of these authors | 
that the kidneys are unusually freely supplied 
with lymphatics. There is a network of lymphatic 
vessels which are described as divergent and which 
circulate in the peri-renal fat Freely intercom¬ 
municating with these is a second set that are 
spoken of as convergent, and which collect materials 
from the superficial parts of the kidney and convey | 
them to the deeper parts. The exact function of 
these networks is at present unknown. If they 

• Op. cit. y p. 183. 

t Hermann Stahr, “ Der Lymphapparat der Niere,” 

1 Arch. f. Anat. and Physiol. Anat. Abtheil.,’ 1900, p. 40. 

I Cunrfo, "Note sur les Lymphatiques du Rein,” 

' Bull. Soc. Anat. Paris,’ February 28th, 1902. 


1 

serve as collectors of effete matters in order to* 
bring them to the kidney for purposes of excretion, 
as is quite possible, we have a ready explanation 
of the infection of the kidney, not only in such 
cases as I am referring to to-day, but in many 
| others in which we find perinephric abscesses 
arising apparently without reason, which, when we 
have discovered, we often have to be content with 
evacuating without being able to explain why they 
selected that particular region for their onset and 
formation. 

We must not at present pursue this side of the 
question further, for we are wandering too far into 
the region of conjecture, and I want to confine you 
to that of fact. 

Thus much at least we may now be certain of, viz. 
that a free lymphatic anastomosis exists between 
the lymphatics at the side of the vertebral column 
and those of the ureter and kidney ; and the ana¬ 
tomists have shown us by the injection of these 
vessels what direction the lymph-flow usually takes. 
We have only to assume that the septic material 
from our patient followed the same course, and the 
pathological phenomena which we have observed 
at his post-mortem will be readily understood. 

Please remember also that these same patho¬ 
logical phenomena, which I have been dwelling on 
in this clinical lecture, afford a ready explanation of 
the fact that the small abscesses in a surgical 
kidney are so much more abundant on and in the 
cortex than they are towards the centre of the 
kidney, whilst this ought not be the case if the 
septic material mounted up the ureter against the 
flow of the urine, as is so commonly assumed to be 
the case. 

There is yet another point to which I must refer 
in the pathology of this case. You will remember 
that the immediate reason for my supra-pubic 
operation was the fact that the patient had had 
complete suppression of urine for the previous 
twelve to fifteen hours. During the whole of that 
time you will also remember that his blood-pres¬ 
sure, whenever it was taken, had been invariably 
low, and that after the bladder had been opened, 
and various methods of treatment adopted, no 
secretion took place until the blood-pressure rose 
to 70 mm. Physiology teaches us that the secre¬ 
tion of urine depends on blood-pressure. Without 
a blood-pressure considerably in excess of the pres¬ 
sure of the atmosphere no secretion can take place ; 
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4ind whenever a man is suffering from retention his 
blood-pressure is invariably raised temporarily or 
the kidney secretion would be brought to a stand¬ 
still. It falls again shortly after his urine is drawn 
off. 

Let us reflect for one moment on this doctrine, 
and we shall see what an excellent illustration of 
it is afforded by this case. The patient, as we now 
know, was absorbing septic material. This was 
acting as a poison on his vaso-motor centre, para¬ 
lysed it, lowered his blood-pressure, and brought on 
those symptoms to which we apply the term “ col¬ 
lapse,” so that for some hours no urine was ex¬ 
creted by the kidneys. All this while the poison 
was accumulating in his system, and could not be 
got rid of, as such poisons almost certainly are, to a 
large extent by his kidneys. By filling up his vascu¬ 
lar system with some six pints of saline we raised 1 
the blood-pressure and the kidneys again began to 
secrete, the poison began to pass off, and for forty- 
eight hours his improvement was most marked, but it 
could not be maintained because the poison even¬ 
tually obtained the mastery. Had we not adminis¬ 
tered the saline he would have succumbed, I have | 
no doubt, some days before he did. 

Perhaps you will think I have spent too much 
time in endeavouring to drive home the lessons of 
pathology, which you may be inclined to regard as 
too theoretical for your consideration. Let me 
assure you that this is not so. If the view that I 
am taking of this malady is the correct one, it 
makes our treatment of such cases far more hopeful 
than we have hitherto been inclined to regard it. 
We may tap the external route of infection and 
check the advance of the poison by surgical means 
with far greater ease than we could do if we are 
content to assume that the path of its advance is 
by the mucous tract. 

In this particular instance, as the event proved, 
a cure was impossible; the septic infection had 
proceeded too far before the patient came to the 
hospital. All that could be done was to give a free 
exit for his urine, which only prolonged his life 
but did not save it. Had he presented himself 
earlier his stricture would have been incised, the 
inflammation around it would have subsided, and 
the septic matter, which by its absorption gave rise 
to so much trouble, would have passed away harm¬ 
lessly into the dressings. It is quite possible that 
his kidneys would have completely recovered, or if 


the process of cure had been incomplete, at least 
the kidneys would have served for his needs for 
many years to come. 

You may perhaps think that,I am somewhat 
unduly optimistic when I suggest that kidneys, 
such as you have just seen, are capable of such a 
measure of recovery as to warrant me in suggesting 
that they would have served anyone’s needs 11 for 
many years ” ; but let me draw your attention to 
another case which we have recently had in our 
wards, and you will see that I am fully justified in 
my remarks. 

Just three weeks ago I operated on a man for 
enlarged prostate who had had difficulty with his 
water for some considerable time. We examined 
his various organs and came to the conclusion that 
his kidneys had not much the matter with them. 
He was passing a normal amount of water, the 
specific gravity of which varied from 1017 to 1023. 
It contained a small amount of pus and a trace of 
albumen, but no blood was present. Beyond the 
fact that his teeth were not good and that he 
suffered from indigestion, there was nothing to 
contra-indicate operation, and I decided, therefore, 
to remove his prostate. The usual supra-pubic 
operation was performed, and the prostate was 
shelled out without much difficulty. 

He appeared to be making good progress towards 
recovery for the first fortnight; then his temperature 
rose slightly, and for a day or more his appetite 
seemed to fail. There was no apparent cause for 
this attack, and in forty-eight hours he again 
appeared to be well on the road to recovery. 

A week later I had a telephone message to say 
that he had been seized with a sudden pain in his 
epigastrium, and appeared to be a good deal col¬ 
lapsed. I came down an hour and a half later to 
see him and found him sensible but almost pulse¬ 
less at the wrist, and I realised that something had 
occurred ; what, I could not exactly say, but I 
ventured to suggest that his condition was indica¬ 
tive of some peritoneal perforation, and that possibly 
some abscess had burst into the peritoneum, perhaps 
wholly unconnected with his prostatic trouble. 

He died an hour or two after I saw him, and on 
the following day a post-mortem was performed. 
His bladder was well on towards recovery. The 
: cavity from which his prostate had been removed 
! had all but disappeared. His death had been 
caused by the rupture of a duodenal ulcer about half 
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an inch from the pylorus, which was deeply cut 
and evidently of long standing. 

We examined his ureters and kidneys, and their 
condition was as follows: The openings of the 
ureters into the bladder were perfectly natural. 
The remaining parts of his ureters were consider¬ 
ably dilated, probably half an inch in diameter, and 
the pelvis of both kidneys a little dilated as well, 
but no pus was present. The capsules of both 
kidneys were easily stripped off, and when this had 
been done the surface of both kidneys was irregular 
in appearance—almost pitted in places. One of 
these pitted depressed areas was at once examined 
microscopically by means of a frozen section and 
showed evidence of abundant fine-celled infiltration. 
In other words, the kidneys had been the seat of 
inflammation similar in type to that which we found 
in the case of the man who died after urethral 
stricture. There was more evidence of inflam¬ 
matory trouble on the surface of the kidney in the 
prostatic case than in the strictured one, and yet 
he was on the high road to recovery had that 
process not been suddenly interrupted by the rup¬ 
ture of a duodenal ulcer. The main difference 
was that in the stricture patient the inflammation 
was acutely septic, but in the prostatic patient 
this was not so. 

When we reflect on these cases we shall be 
bound to admit that the information they have 
afforded us is very striking. 

Early treatment of such cases is of the utmost 
importance. 

Let me sum up my re?narks on the case of stricture 
ivith the following words : Never allow a stricture 
of the urethra to go untreated. Unless it is satis¬ 
factorily dealt with it is an abiding source of septic 
infection, which, perhaps, may not be immediately 
fatal, but is sufficient to give rise to chronic in¬ 
validism. To relate all the symptoms which may 
attend even slight strictures that are allowed to go 
untreated would demand more than one clinical 
lecture. We must revert to it on a future occasion. 

June 26th , 1911. 


Corrigendum. —Dr. Fernet w r rites to point out 
that in 'The Clinical Journal of May 31st last 
(p. 121, column 2), the treatment of acute gene¬ 
ralised lichen planus and of certain cases of 
Besnier’s pntrigo diathisique was intended to be 
that previously alluded to in the text, viz. lumbar 
puncture. 


A CLINICAL LECTURE 

ON 

ABDOMINAL EMERGENCIES: 
INTRA-PERITONEAL 
HEMORRHAGE. 

By RUTHERFORD MORISON, F.R.C.S., 

Professor of Surgery and Senior Surgeon, Royal 
Victoria Infirmary, Newcastle-upon-Tyne. 


Ladies and Gentlemen,— My lecture to-day con¬ 
cerns another of the abdominal emergencies, viz. 
intra-abdominal haemorrhage. With the exception 
of two cases of extraordinary interest the notes are 
of cases on which I operated last year (1910). 

The general signs which are characteristic of 
haemorrhage into the abdomen are identical with 
those of haemorrhage elsewhere. They comprise 
pallor, especially noticeable of the lips, a quick, 
increasingly feeble pulse, anxiety and restlessness, 
and a cold clammy sweat on the forehead. 

In addition to these general signs any serious 
haemorrhage will give rise to dulness on percussion 
over the most dependent parts of the abdomen (as, 
for instance, over the flanks when the patient is on 
his back). It is a dulness which shifts corre¬ 
spondingly with changes in the position of the 
patient. Occasionally also a fluid thrill is demon¬ 
strable. 

If the haemorrhage be due to injury, as in males 
is usually the case, the shock resulting from damage 
to some important viscus not only adds to the 
difficulties of diagnosis, but is likely to prove the 
chief factor determining prognosis, since, so far as 
I can judge, haemorrhage in the abdomen is better 
tolerated than in any other locality, and if it can 
be arrested the patient seldom dies as a direct 
result of the blood loss. 

Case i. — The patient, a miner, aet. 23 years, was 
admitted to the Royal Victoria Infirmary on 
January 27th, 1910. 

History .—Five days before admission he fell on 
his right flank across a rail. He had very bad 
pain, and was carried home. He never vomited. 
The first urine, passed two and a half hours later, 
was full of blood. The blood came freely during 
the first twenty-four hours after the accident, and 
the pain soon passed off. After the disappearance 
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of the blood the pain returned, and was very 
severe, extending from the flank down into the 
right iliac fossa. Shortly before his admission he 
suddenly turned worse. j 

On admission he looked pale and was collapsed, 
with a feeble pulse of 90, and temperature ioi°F. 

Examination showed rigidity and distension of 
the whole abdomen, with tenderness especially 
marked on the right side. Percussion elicited 
dulness over both flanks, which shifted when the 
patient was turned over. A large resisting mass 
occupied the right renal region. 

Diagnosis. —Rupture of the kidney. This was 
based upon the history of the accident—a fall on 1 
the flank followed by severe pain and the presence I 
of blood in the urine. Clotting in the kidney had, [ 
after twenty-four hours, prevented the escape of | 
any more blood through the ureter, and the kidney 
tension thus occasioned was the cause of the 
severe pain experienced, as at that time there was 
probably no rupture of the kidney capsule. Later 
the capsule of the kidney allowed of leakage, and 
a peri-renal hsematoma resulted. The final sudden 1 
“ bad turn ” was likely to be due to rupture of the 
peritoneum overlying the haematoma, and escape 
of blood into the peritoneal cavity was the cause 
of the shifting dulness on percussion. 

Operation. —On January 27th the abdomen was 
opened by a seven-inch incision through the right 
rectus muscle. A considerable quantity of deeply 
blood-stained fluid escaped from the peritoneal 
cavity, and a large subperitoneal haematoma was | 
seen behind the ascending colon and pressing it j 
forward. A second incision was carried transversely 
from the first, and over the middle of the inter¬ 
costal space back to the loin, opening up a large 
haematoma m the retro-peritoneal space and sur¬ 
rounding the kidney. Then a large quantity of 
coagulated blood was removed, and the torn and 
distended capsule of the kidney was plainly seen. 

A rupture extended from the lower pole to the 
hilum, and probably involved the main vessels. 
The ureter was ligatured with catgut and the renal 
vessels with silk, which was left long and protruded 
from the wound behind. During the whole course 
of the operation intra-venous transfusion was carried 
on, so that at its conclusion one and a half pints of 
normal saline with twelve minims of adrenalin had 
been run in. The large wound was closed, except 
behind, with catgut for the muscles, and with sup¬ 


porting sutures of strong silk through the muscles 
and skin. 

The patient on March 3rd, five weeks after the 
accident, left the infirmary healed and well. 

Remarks. —In this case an unusually complete 
diagnosis could be made, and the course of action 
was plainly indicated. In the majority of cases of 
kidney injury, however, a decision is difficult to 
arrive at—indeed, one of the most difficult in surgery 
if the patient is first seen after he has recovered 
from the shock of the accident. If the shock is 
severe or lasting the indication for operation is 
clear, but if only haematuria remains, what is to be 
done ? I have seen patients bleed for as long as 
three weeks after such an injury, and lose so 
much blood that their recovery, judging by 
ordinary standards, seemed hopeless, and yet 
these patients have ultimately, in most cases, got 
quite well without any operation. It is this know¬ 
ledge that makes decision difficult. My own practice 
is to explore the kidney at once, if bleeding is 
profuse, or if haemorrhage continues after the third 
day, and I would commend this rule to your atten¬ 
tion as likely “ to make the best of a bad job.” 

Gase 2. —A miner, aet. 17 years, admitted to the 
infirmary on December 12th, 1910. 

History .—Five hours before admission he had 
been crushed in the pit between a small coal 
waggon and a post. The post caught his right 
side and the waggon his left, he being held between 
them for about two minutes. The pain was very 
severe, but after getting free he walked for a yard 
or two, and was then compelled to sit down. The 
pain was in the left side, from about the seventh 
rib to the costal margin. It had become gradually 
worse. He had never lost consciousness. 

On admission .—He was somewhat, but not 
seriously, shocked; his skin was cold, pupils 
dilated, pulse 88 and of good tension and volume, 
his temperature 99 0 F. 

Examination showed bruising on the left side of 
the abdomen and on the lower thorax posteriorly. 
Palpation of the abdomen revealed general rigidity, 
but specially marked in the left ilio costal space, 
which was also markedly tender. Some surgical 
emphysema was present over the lower part of the 
I left thorax. Percussion elicited dulness, especially 
in the left flank. The liver-dulness was normal. 

Two hours after admission he passed smoky 
urine, the presence of blood being verified micro- 
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scopically. The patient was kept under observa¬ 
tion, and some hours later his pulse was found to 
have increased to 100, his pallor was more marked, 
the general abdominal rigidity was passing off, and 
had become more localised in the left ilio costal 
space. The dull area in this neighbourhood had 
enlarged, and there was shifting dulness in the 
opposite flank. The surgical emphysema had also i 
increased, but the tenderness prevented any serious 
search for broken ribs. 

Diagnosis .—Rupture of the spleen. This was 
based on the history, the site of bruising over the 
spleen, the progressive signs of intra-peritoneal 
haemorrhage, and the increasing dulness in the 
neighbourhood of the spleen. The last is an 
important diagnostic point. Blood as it escapes 
from the torn spleen coagulates around it, forming 
often a large localised collection. There had also 
been a rupture, probably trifling, of the kidney and 
fractured ribs—both relatively unimportant injuries. 

Operation .—A vertical incision was made through 
the left rectus, and there was some extra-peritoneal 
effusion of blood. On opening the abdomen a 
large quantity of fluid and clotted blood escaped 
from its cavity, and the spleen was found tq be 
lacerated and ruptured into the hilum. A trans¬ 
verse incision was then made, extending from the 
first across the centre and to the back of the ilio¬ 
costal space, and splenectomy was performed, the 
pedicle being ligatured with silk. The peritoneal 
cavity was cleansed by flushing with normal saline. 
During the operation continuous intra-venous trans¬ 
fusion was carried on. 

None of the symptoms or glandular enlarge¬ 
ments that have followed in other cases of excision 
of the spleen were present in this case, and though 
the recovery from anaemia was slow it has been 
complete. 

Case 3.—A woman, aet. 29 years, admitted to 
the Infirmary on October 19th, 1910. 

Operation .—I removed a large broad ligament 
papillomatous ovarian cyst on October 20th at 
12.30 p.m. The operation presented no difficulty 
and the patient looked well when put into bed. 
The ovarian pedicle had been tied in separate 
portions with catgut. At 6 p.m. the same day 
Mr. Willan (Surgical Registrar) found her pallid, 
pulseless, and complaining of noises in the head 
and mistiness of vision. The abdomen was dull 
in both flanks. Dr. Burman (House-Surgeon) and 


he made a diagnosis of slipped pedicle with intra- 
peritoneal haemorrhage, and took her to the opera¬ 
ting theatre at once. On opening up the wound 
the abdomen was found to contain abundant clots 
and fluid blood, but the circulation was now so 
weak that some oozing only was observable, 
although the ovarian vessels had escaped from the 
ligature. Intra-venous transfusion was performed 
during these manipulations. The patient made a 
good recovery. 

It is a painful duty to report this case, but 
valuable lessons may be taught by failure as well as 
by success. No pedicle should slip if it is properly 
tied, and this, after several hundred ovariotomies) 
lias been my first personal experience of such an 
accident. A second lesson is in regard to the 
importance of performing such operations only in 
properly equipped hospitals, with a competent 
resident staff. 

Case 4.—The patient, a drayman, jet. 58 years, 
was admitted to the Royal Victoria Infirmary on 
March 31st, 1909, shortly after being crushed 
about the abdomen between a large cart and a wall. 

On admission he was in great pain, collapsed and 
doubled up. His pulse was 72 and very feeble; 
temperature 96° F. His abdomen was slightly 
distended and rigid all over, with marked tender¬ 
ness in the epigastrium. The right flank was dull 
on percussion. He vomited and passed urine 
immediately after admission, and there was no 
blood in either matter. 

Diagnosis .—Rupture of an important abdominal 
viscus. This was based upon the history of the 
accident—a severe crush—the amount of collapse, 
and the marked abdominal rigidity and epigastic 
tenderness. No explanation could be offered of 
such early dulness in the right flank. . 

Operation , March 31st.—The abdomen was 
opened in the middle line, above the umbilicus, 
and the liver was seen to be uninjured on its 
convexity. Free blood welled copiously out of the 
right flank, and to ascertain its source a second 
incision was made transverse to the first, exposing 
the hepatic pouch. It was then fount} that the 
blood was escaping from the foramen of Winslow, 
and that the lesser peritoneal sac was distended 
with blood, on which the transverse colon was 
stretched. The lesser sac was opened by tearing 
through the gastro colic omentum and an alarming 
gush of blood ensued. 'The sac was then packed 
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with large gauze tampons for the temporary arrest 
of haemorrhage, and the extravasated blood was 
cleared away. It was then found that the bleeding 
came from a transverse tear of the splenic vein, 
which was completely divided. The ends of the 
torn vessel were secured in long artery clamps, and 
other veins crossing the pancreas to join it were 
similarly secured. In all eight clips were applied 
to bleeding vessels. The pancreas itself was trans¬ 
versely divided about its middle as cleanly as if 
it had been cut with a knife, and the two halves 
were separated by an interval of nearly one and a 
half inches. The clips were gathered up into a 
bunch, the torn pancreas was packed round with 
sterile saline gauze, which was so arranged as to 
press the divided ends into rough apposition, and 
around the whole the omentum was tucked in. A 1 

i 

large drainage-tube was left in the right flank, and i 
the gauze and clips were left projecting from the 
anterior wound, which was brought together with 
ihrough-and-through silk sutures. During the 
operation two pints ofnormal saline solution, with 
adrenalin, were infused into the left median basilic 
vein, and on return to the ward and to bed con¬ 
tinuous saline was given by the rectum and was 
well retained. 

When next day I came to the infirmary, cer¬ 
tainly expecting to find this man dead, I was agree¬ 
ably surprised to find that he was not so ill as are 
many patients who recover after a serious abdo¬ 
minal operation. The clips were taken off on the 
third day, the gauze was removed on the seventh, 
and the flank tube on the sixteenth day. From 
this time the patient made an uninterrupted 
recovery, and there was never a sign visible of fat 
necrosis. 

Remarks. — A year after his accident Prof. 
Macdonald examined this patient's blood, and 
could find none of the changes likely to be pro¬ 
duced by loss of the spleen. The same is true, 
however, of the boy whose spleen was totally 
excised, so that too much importance must not be 
attached to this. During the operation I had 
found that the spleen was fixed by adhesions, and 
it may be that in these sufficiently large veins had 
developed to prevent its necrosis. 

I showed this patient to the members of the 
American Surgical Society when they visited New¬ 
castle in August last. He was in good health, and, 
except for some trifling bulging of the scar, seemed 


to be no worse for his experience. Several of the 
visitors had seen ruptures of the pancreas, and all 
of them appeared to be familiar with the available 
literature, but none had heard of recovery from 
such a serious combination of injuries. It is 
probable, therefore, that the case is unique. 

There is no doubt that some persons possess an 
extraordinary vitality, and that these can recover 
from injuries which would be fatal to the great 
majority, but a yet more extraordinary fact con¬ 
cerning this man is, that by his own telling he had 
as a drayman drank regularly for thirty years ten 
pints of beer every day ! I hope this will not be 
used as an argument for alcohol, since there is no 
fact more certain than that the less alcohol a 
patient has taken the more straightforward and 
certain will be his recovery from illness or opera- 
i tion. 

You will have noticed that, with one exception, 
I have only recorded cases of intra-abdominal 
haemorrhage in men, the exceptional case having 
been due to a surgical fault and not to injury. 

I can only recall one case of intra-abdominal 
injury with haemorrhage where the patient was a 
woman. She was a person of between thirty and 
forty years of age, and had, in running after a 
tramcar, fallen on her abdomen. She seemed to 
be but little the worse at the time and got into the 
car, but died two hours later. So far as could be 
ascertained she had been well before the accident. 
On opening her abdomen post mortem I found 
that it was full of blood, and that she had an 
enormous spleen, which had been torn by the fall. 
Such accidents are, of course, well known in 
countries where enlargements of the spleen are 
common. 

Apart from traumatism, however, intra-abdominal 
haemorrhage is really more common among women 
than men, because of its associations with preg¬ 
nancy. 

The common type of leaking or ruptured ectopic 
gestation is now so well recognised that we seldom 
receive a case without having at the same time 
a definite diagnosis from the alert practitioner. 
T he patient has missed her normal period and 
thinks she is pregnant. Shortly after she has a 
sudden, short attack of pain, and this is repeated 
after intervals of comfort. Then occurs some 
uterine haemorrhage, and she thinks an abortion 
is about to take place. At this stage pain and 
tenesmus in the rectum are frequently complained 
of. Examination shows a pelvic swelling, more or 
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less localised, but not in the uterus. The swelling 
usually increases with each attack of pain, and the 
active haemorrhage, thus signified, is best treated 
by immediate operation. 

But there is another class of cases, more im¬ 
portant because more fraught with danger, in 
which diagnosis may entirely depend upon the 
'symptoms and signs of intra-abdominal haemor¬ 
rhage, and on consideration of the sex-factor, I 
offer two striking examples : 

One morning, while operating, I was asked to 
see a young woman who had just been brought into 
the infirmary very ill. She had been married for 
three months, was quite well, and was going into 
town to do some shopping one hour previously. 
Suddenly while in the street she was seized with 
pain in the abdomen, and experienced such a 
feeling of weakness that she would have fallen 
but for catching hold of a lamp-post. She was 
helped into a shop; her condition, however, was 
so evidently serious that she was brought at once 
in a cab to the infirmary. 

On admission she was blanched, sighing, and not 
fully conscious. Her head and extremities were 
cold and clammy, and her pulse was imperceptible. 
The only physical signs were those of free fluid in 
the abdomen. 

Her abdomen was opened at once, and an enor¬ 
mous quantity of blood escaped. A very small 
ruptured ectopic gestation was still bleeding freely 
in one of the Fallopian tubes close to the uterus. 
She recovered, and afterwards told us that she had 
had no idea she was pregnant, as her menstrual 
periods had always been regular. 

The second case is that of a woman who had 
had several children, and been always strong and 
healthy. She had gone into her bath-room, and 
was heard to fall upon the floor. When help 
arrived she was lying unconscious where she had 
fallen. She recovered consciousness an hour later, 
and complained of pain only at her heart. 

Next day I saw her because she had been sick, 
and now had abdominal pain and some swelling. 
There was marked pallor, and all the symptoms 
and signs found in the previous case were present. 
She had missed no menstrual period Abdominal 
section revealed an enormous quantity of blood in 
the abdomen, and a small ruptured ectopic gesta¬ 
tion in a Fallopian tube, close to the uterus. Her 
recovery was immediate, though from being a very 
robust and full-blooded person she was for long 
feeble and anaemic. 

The last case that I will relate to you is perhaps 
the most instructive of them all. It concerns a 
woman, aet. 46 years, admitted to a private hospital 
on October 16th, 1906. At three o’clock in the 
afternoon I received a telephone message from a 
doctor in the country to this effect: 44 Can you 
admit and do abdominal section on a patient about 
six o’clock ? I am bringing her in and will tell you 


all about the case when I come.” The patient 
arrived at 6.30. 

The history of the case is as follows : She was six 
months pregnant, and for the last three days had 
been bleeding from the uterus. At 1 p.m. on the 
day of her admission, the doctor, after dilating the 
cervix, emptied her uterus, under chloroform. He 
delivered the body of the foetus, but the head 
separated and was left behind. It was removed 
with difficulty by means of pressure from above and 
traction from below. Then the adherent placenta 
| was separated and withdrawn. To verify the 
I complete emptying of the uterus the doctor 
! introduced his hand into the vagina, and passed 
I three fingers into the uterus. He then found a 
| large rent in the cervical and uterine wall, and his 
fingers passed into the abdominal cavity. The 
opening was at once packed with antiseptic gauze 
and no time lost in useless delay. The husband 
and friends of the patient were told of the serious 
condition of affairs, I was communicated with by 
telephone, an ambulance secured, and the doctor 
himself drove the patient into town, a distance of 
more than twenty miles. 

On admission , five hours after delivery, the patient 
looked well. She showed no signs of collapse. 
Her pulse was 72, temperature ioo° F., and the 
lower part of the abdomen was tender on palpation. 

Operation .—October 16th, 1906. The vagina was 
cleansed, and the rent found, as had been stated, 
passing from the left side of the cervix into the 
body of the uterus and the abdominal cavity. The 
abdomen was opened between the umbilicus and 
I pubes, and a quantity of blood, estimated at twenty 
I ounces, was found in its cavity. The laceration 
extended from the left side of the body of the 
uterus into the left broad ligament, and active 
haemorrhage proceeded from it. It was about 
2^ in. long, and extended for 1 in. into the vagina. 
Supra-vaginal hysterectomy was performed, and 
the opening into the broad ligament and cervix was 
| packed with antiseptic gauze and drained into the 
I vagina. 

1 I w T as about to close the abdomen when Mr. 

I Grey Turner, who was assisting me, suggested a 
I look round before doing so. On drawing forward the 
I sigmoid colon it was found that for about six 
| inches the whole of its mesentery had been 
' detached, so that it was deprived of all blood 
j supply. This portion of the gut was resected and 
! an end-to-end anastomosis made. The abdominal 
wall was closed in layers, with catgut for the deep, 
and silk for the supporting and superficial sutures. 

The convalescence of this patient was as un¬ 
eventful as after an ordinary confinement, and she 
went home well in fourteen days. 

The lessons of this story are self-evident : each 
of us makes mistakes; all of us should face them 
, with courage and promptitude. 

June 26th, 1911. 



The Clinical Journal. ] 


MR. CURTIS WEBB. 


[June 28, 1911. 187 


THE PRESENT POSITION OP THE TREAT- 1 
MENT OF UTERINE FIBROMYOMATA 
BY X RAYS, WITH DETAILS 
OF BORDIER’S TECHNIQUE. 

By J. CURTIS WEBB, M.B., B.C., 

WITH THE COLLABORATION OF 

DR. H. BORDIER, 

Professeur Aggregd de TUniversite de Lyon. 


In examining the claims of X rays—or, indeed, of 
any other therapeutic agent which is to be applied in 
a manner other than a purely empirical one to the 
treatment of a given disease—there are certain 
definite points to be considered. The pathology 
of the disease must first be studied, and, in the light 
of this knowledge, must be examined such known 
properties of the X rays as are likely to influence 
such pathology to see whether or no the effects of 
these rays will act beneficially or otherwise on the 
morbid process causing or constituting the disease. 
If the answer to this question be favourable it is 
then necessary carefully to weigh the relative pros 
and cons of radiotherapy as compared with other j 
existing forms of treatment of the malady, and, ! 
unless X ray treatment can show definite advan¬ 
tages over these other methods without extra risk 
to the patient it is but the chase of a will-o’-the- 
wisp to pursue the matter further. If, however, , 
these advantages can be, and have been, definitely 
proved by separate and independent workers, and 
a technique of treatment can be formulated—- j 
subject of course to future developments and 
improvements— of such a kind that the method is 
capable of more or less general application to j 
suitable cases, it is then justifiable to claim from 
the medical profession an adequate recognition of a j 
new therapeutic agent. 

In considering, then, the question of the treat¬ 
ment of fibromyomata by X rays, it is necessary to 
examine the following points : 

(1) The pathology of fibromyomata. 

(2) The nature of the action of X rays as far as 
it bears on such pathology. 

(3) The type of cases likely to be benefited by 
X rays. 

(4) Comparison of radiotherapy with the general 
methods of treatment adopted to-day. 

(5) The simplest and at the same time the best 
technique to employ. 


(1) Pathology of Fibromyomata . 

Various views have been put forward as to the 
aetiology of these tumours. They are practically 
unknown to commence prior to puberty or 
after the menopause. A state of activity of the 
reproductive organs seems necessary to their 
development, and it is generally accepted that they 
arise from the walls of the blood-vessels of the 
uterus. Dr. Florence E. Willey, however, has come 
to the conclusion that these tumours develop as 
irregular patches of proliferation of the muscle- 
cells of the uterine parenchyma which have no 
special relation to the muscular system, and she 
can find no evidence to support the view that they 
arise by proliferation of cells forming the coats of 
the arteries or capillaries.* Microscopically these 
tumours show muscle-cells arranged in interlacing 
bundles in conjunction with fibrous tissue in 
varying proportions: some contain a preponderance 
of muscle elements, others a fibrous tissue. It 
will be seen that the structure of a fibromyoma is 
more compact than that of the muscle-wall of the 
uterus, and that the tumour-cells are thinner than 
the uterine muscle-cells, the nuclei being rod¬ 
shaped instead of oval. 

The cells,, too, and their nuclei in fibromyomata 
are much thinner than the oat-shaped cells and 
nuclei in a spindle-celled sarcoma (Blair Bell). 

Whatever theory of the prime origin of these 
tumours be accepted is, from the point of view of 
this paper, unimportant, for the consideration is 
how to treat such tumours when present, not to 
prevent their first developments. What is of the 
greatest importance, however, is to realise that these 
tumours develop in relation to uterine activity 
and the function of menstruation and ovulation, 
and that they are composed of growing connective 
tissue and muscle-cells—that is, cells exhibiting 
active karyokinesis. 

(2) Nature of the Action of X rays as far as it bears 
on the Pathology of Fibromyomata. 

For radio-therapy favourably to influence these 
tumours it must be possible to prove that the X 
rays have the power to cause— 

(a) Shrinkage of the constituent elements of the 
growth. 

(b) Atrophy of the Graafian follicles, and con¬ 
sequent cessation of the haemorrhages. 

* ‘ Lancet,’ December 23rd, 1909, p. 1893. 
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(a) Generally speaking the histological effect of 
the X ray is to produce an obliterative endarteritis 
in the tissues and a destructive effect upon cells 
of a rapidly proliferating or embryonal type. 

Tousey has proved by experiments on a pregnant 
cat that repeated small doses of the rays over the 
abdomen caused three mature kittens to be born 
dead, while a few months after, the same cat, not 
having been exposed to rays during this second 
pregnancy, gave birth to four healthy living kittens. 
Here it would seem that the rays had the effect of 
impairing the vitality of rapidly growing cells. In 
another case Tribondeau and Recamier, * by 
exposing a pregnant cat to X rays, noted that 
when the kittens were born the development of 
the eyes, teeth and bones of the face was arrested, 


further tend to this result. It can also be realised 
how the products of this destruction might, if 
swept into the organs of elimination in larger 
quantities than these organs could deal with, 
cause a toxic febrile condition—a fact which has 
been observed occasionally in cases undergoing 
X-ray treatment. Dr. Bordier has described in 
detail* three cases of fibromyomata under X-ray 
treatment, where not only he, but also independent 
observers, noted a marked diminution in the size 
of the tumour long before the cessation of the 
menses, thus proving that such shrinkage was not 
due to any artificial menopause brought about by 
the action of the X rays on the ovaries, but to a 
definite action of the rays on the cells of the 
tumour itself. 



Fig. i. —To show the direct effect of the X rays on the tumour itself during treatment. Mme. B—,ast.47 years, 
large fibroid of between seven and eight years’ duration, reaching to umbilicus and measuring 21 cm. across. 
After seven weeks the tumour only measured 15 cm. in transverse diameter. The periods were still persisting, 
and did not cease till the fourth month of the treatment. The great diminution in size of the tumour could 
not, therefore, be attributed to an artificial menopause. 


and there were structural anomalies of the retina. 
Bordier and Galinard,+ too, have reported the 
results of experiments to test the effect of X-rays 
on the development of the embryo of the chicken. 
They found that a dose of 15 H. prevents the deve¬ 
lopment, or, if it has already begun, arrests it: the 
albumen becomes less coagulable and less easily 
digested by pepsin. 

If the result of the above experiments as to the 
effect of X rays on young growing cells be accepted, 
it is not difficult to see how such a process, taking 
place in the mass of a fibromyoma, consisting of 
muscle and connective-tissue cells in a state of a 
more or less active proliferation, would produce a 
shrinkage of the tumour, and the obliterative 
endarteritis, by diminishing the blood-supply, would 

* ‘C.R. de la Soc. de Biologie,’ June 6th, 1905. 

f ‘Arch. d. Elec. Med.,’ July 10th, 1905. 


{!>) Atrophy of the Graafian follicles and con¬ 
sequent cessation of menstruation. 

Jt was first pointed out in 1904 by Albers 
Schonberg that exposure of the testes to repeated 
mild doses of X rays caused sterlity without sexual 
impotence. It has since been demonstrated that 
this is due to a necrospermia and azoospermia, 
and after experiments on animals the histological 
changes are found in the seminal epithelium of the 
testes, which is the source of the spermatozoa. 

An almost precise parallel occurs when the 
ovaries are subject to radiation, for observations on 
animals show that repeated mild exposures of the 
pelvic region result in the ovaries ceasing to pro¬ 
duce Graafian follicles, while, if the exposure be 
prolonged and severe, there is marked atrophy of 
the organ and disappearance of the Graafian 


* 'Arch. d. Elec. Med.,’June 10th, 1910, p.474. 
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follicles.f As in the case of the testes the secre¬ 
tion of the ovarian stroma is the “ internal ” one, 
and the dosage of the rays can be therefore 
graduated to bring about cessation of the pro¬ 
duction of the Graafian follicles without damage 
to the internal secretion. So far the artificial 
production of a menopause by the X rays has 
failed to give rise to any subjective symptoms 
more severe than are frequently found at the 
normal menopause, showing that the internal 
secretion factor is unaltered—in marked contrast 
to what so often follows when oophorectomy was, 
and is still, at times, performed for the treatment 
of fibromyomata. 

(3) The Type of Cases likely to be Benefited by 
X Rays. 

From a consideration of the points of the pre- 


(b) Those in which, either in addition to, or 
without special haemorrhage, pressure symptoms 
are paramount. Provided that the mass of the 
tumour is not of such long standing that it must 
be concluded that karyokinesis has practically 
ceased in the bulk of its substance, or that cal- 
j careous or other degenerative changes have set in, 
then it can with fair confidence be predicted that 
there will be a diminution in size of the growth 
proportionate to the amount of young growing 
tissue which it contains. Even if it be only 
possible to obtain a certain amount of such 
diminution, and not an almost complete dis¬ 
appearance of the growth, there will often be sufifi- 
i cient to secure a relief of the symptoms for which 
the patient seeks advice. It has been noted by 
j Albers Schonberg, Bordier and others that, in 
, some cases, the tumour will shrink while the 



Fig. 2. —Mme. D —, aged 46 years. Large tumour extending above the umbilicus on the right, and being 
about the size of a foetus at full term. Profuse haemorrhage for past four years, and great pain in right iliac 
region and in the loins. Treatment commenced April 3rd, 1909, according to the technique described. After 
the third series the periods ceased, and the size of the growth showed such marked diminution that in August, 
1909, when the irradiations had been stopped, and only four months after the treatment had been commenced, 
it was impossible to feel what was left of the tumour through the abdominal wall. The diagram illustrating the 
effect of treatment was made by Prof. Pollusson, Professor of Clinical Gynaecology in the University of Lyons, 
after having examined the patient. 


ceding section, in which it has been shown that the 
action of the rays is to cause either a shrinkage of 
growing cells and their ultimate conversion into 
fibrous tissue or their complete disappearance, and 
also an atrophy of the Graafian follicles with conse¬ 
quent cessation of the phenomena of menstruation, 
it is clear that the cases promising the best results 
from radiotherapy are— 

(a) Those in which the predominant symptom 
is menorrhagia or metrorrhagia, and where con¬ 
sequently the production of an artificial menopause 
will effect a symptomatic cure. 

f Halberstadt, ‘ Vratchebnaia Gasela,’ xlii, p. 64, 
January 16th, 1905. 


haemorrhages persist, and sometimes the haemor¬ 
rhages will cease but the size of the growth remains 
unchanged.* 

In many of the cases where this phenomenon 
occurs the explanation may be obvious. A great 
thickness of abdominal wall may so impede the 
passage of the rays as only to permit their action 
on the more susceptible of the two types of cells 
subject to their influence. Thus in certain cases 
the karyokinetic cells of the tumour may be so 
much more easily acted on than the Graafian 
follicles, or vice versa , that only a disappearance of 
one set of symptoms may be attained. Or, again* 

* Archiv d’Elec. Med.,’ June 10th, 1910. 
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the fibromyoma may grow from the anterior wall 
of the uterus and overlap one or both ovaries, and 
there hinder the passage of the rays to these 
organs, permitting shrinkage of the growth without 
effect on the haemorrhage. On the other hand, if 
the growth spring from, or involves, the posterior 
wall of the uterus, the Graafian follicles come first 
under the influence of the rays, whose effect may 
bring on an artificial menopause without the size 
of the growth being affected for a long time after 
haemorrhage has ceased. 

It is obvious also that radiotherapy can be used 
with great advantage in cases of fibrosis uteri, | 
and in the persistent menorrhagia at the time of 
the menopause, provided always that the presence 
of malignant disease has been carefully excluded. 


ceded that, there are other factors to consider. 
There is some risk, there is inevitable suffering to 
■ the patient, there is a period of nerve - racking 
anxiety before the operation, and nerve shock 
afterwards. Of the former it may be said that it 
is soon over, but who will be bold enough to 
prophecy the duration of the latter, especially 
among highly strung patients of the upper classes, 
or of the effect it may have, not only on the post¬ 
operative life of the patient, but on the lives of those 
around her. What is the percentage of the sub¬ 
jects of hysterectomies whose convalescence, 
physical and nervous, extends over months and 
months ? A minor point, but still often an 
important one, is the drain on the pecuniary 
resources of a big operation, with its attendant 



i i i \ t i 

p IG 2 .— Mme. J—, ;et. 41 years. Fibroid of the size of a six to seven months’ pregnancy. Periods lasted ten 
days with abdominal pain. Difficulty in walking. Patient had several courses of treatment at Salies de Bearn 
without result. Radiotherapy commenced July, 1908. After the fourth series the periods ceased. The volume 
of the fibroid is shown in the figure to the right according to the opinion of two independent physicians who 
examined her after the cessaiion of the treatment after the sixth series. 


(4) A Comparison of Radiotherapy with the Usual 
Methods of Treatment of Fibromyomata adopted 
to-day. 

In the large majority of cases of fibromyomata j 
the first symptom for which the patient seeks 
advice is menorrhagia or metrorrhagia. For this 
condition drugs such as ergot, cotarnine, hydrastis, 
hamamelis, etc., may have been prescribed, rest 
enjoined, and hot douches systematically employed, 
but yet the condition remain unchanged. Curette- 
ment is then performed, with but temporary, if 
any, good result. Zinc or copper ionisation 
to the interior of the uterine cavity may have 
been applied, but again without giving relief. 
The tumour is growing rapidly or slowly, and 
the haemorrhages increasing in amount and 
frequency, and at length the patient is informed 
that operation is the only alternative to a 
life of suffering and invalidism. It will be at once 
conceded that to-day abdominal hysterectomy, per¬ 
formed by competent operators, entails but slight 
risk to the life of the patient,* but, having con- 

* Doderlein, taking all surgical operations for myoma 
together, estimates the mortality at from 3 to 5 per cent. 


nursing and probable convalescence at some sea¬ 
side or other kind of health resort. It must not 
be forgotten, also, that any major operation is a 
centre of sorrow and anxiety radiating from the 
patient to members of her family and to her friends. 
Surgical interference is like a stone thrown into 
water: though its maximum effect is at the point of 
impact, secondary effects radiate out in all direc¬ 
tions, and who can say how many have their peace 
of mind—that greatest factor of earthly happiness 
—affected thereby? It is the thought that the 
brilliant successes of modern surgery have perhaps 
made its exponents a little oblivious of these points 
that must be an excuse for bringing them forward 
here, and while it is quite certain that Rontgen- 
therapy does not offer a panacea for all cases of 
fibromyomata, yet its results are such as to justify 
a plea for its more extensive trial before operation 
is resorted to. 

X-ray treatment, carried out with the technique 
to be described, entails no confinement to bed, no 
expense of nursing home or nurses, no subsequent 
convalescence, no strain on the patient’s nervous 
system nor torturing anxiety to relatives and friends, 
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and if it should fail in any given case—a result 
probably due to the case not coming under the 
head of those suitable for the treatment—there is 
no bar to subsequent operative interference should 
such be necessary. 

To say that any treatment is absolutely free from 
risk often implies that such treatment is per se 
inefficacious, and it is but just to consider what 
are the possible dangers of the method under 
discussion. 

Curious as it may seem to those unacquainted 
with the technique of modern X-ray therapy, the 
use of aluminium filters of suitable thickness, and a 
careful regulation of dosage by some such means 
as Bordier’s pastilles, and the employment of a tube 
of proper hardness, has practically eliminated the 
risk of dermatitis. The skin of the abdomen of 
patients undergoing this treatment shows only a 
slight erythema, which soon disappears, leaving a 
branny desquamation, and, after a certain number 


ence among their cases. Indeed, Prof. Bordier 
expressly stated to the writer that he considered 
that cases of fibromyomata suffering from anaemia,* 
heart disease, or tuberculosis—conditions strongly 
contra-indicating a major operation—were essen¬ 
tially suitable 'to his method of treatment. It 
would appear also that most of tho^e who have 
experienced the above-noted drawback do not 
employ tubes of the hardness that Bordier uses, 
nor do they measure the quantity of rays after 
passing through the filter. At the Third. Inter¬ 
national Congress of Physiotherapy, held in Paris 
this year (1910), Dr. Foveau de Courmelles—who 
was the first to write on this subject in January, 
1904—stated that he had occasionally had cases 
complain of lumbago and sometimes show a rise of 
temperature. Then the treatment must be inter¬ 
rupted when the symptoms spontaneously passed 
away. Iri one case there was intense fever, localised 
peritonitis, and the patient was dangerously ill. 



Fig. 4.— Mme. L —, set. 42 years. Fibroid lasting about nine years, of approximately the size of a foetus at term. 
Very profuse haemorrhage and sharp pains in right side. Operation had been decided on for this patient when 
it was determined to try radiotherapy. Treatment began in August, 1909. The menopause was obtained 
after the fourth series, and the tumour gradually diminished till it was only the size depicted in the diagram on 
the right. This result was obtained alter six series of irradiations. The diminution did not go further as the 
tumour was of relatively long standing —ten years. But the result obtained from radiotherapy is worth noting. 
The patient remains in perfect health at this time. 


of series of applications, the cuticle exhibits a 
brownish coloration. 

It has been noted by Laquerrikre, Guellemot, 
Schultz, Albers Schonberg, and some others, that 
in certain cases the first effects of the rays is to 
increase the haemorrhage. This, however, has 
never occurred in any of Bordier’s cases. 

At the Rontgen Congress in 1909 Schultz 
stated emphatically that he had found that X rays 
caused, first, stimulation and second, inhibition of 
ovarian function, and at the Congress in 1910 
Albers Schonberg declared that ansemia was a 
contra-indication to this method, on account of the 
risk to the patient from the possible increase in 
the haemorrhage at the commencement of the 
treatment. It must be remembered, however, that 
it is only in very recent times that filters have come 
into general use, and it only remains to be said 
that Prof. Bordier himself, and those who follow 
his technique,, have never noted this experi- 


Dr. de Courmelles hazarded no explanation of 
the above complications, and it is a little diffi¬ 
cult to find an hypothesis whereby they could be 
accounted for by the Rontgen therapy employed. 
Dr. Albers Schonberg has reported one death, but 
that is the only case mentioned by any workers in 
this field, and a study of all the available literature 
on the subject, now fairly extensive, has failed to 
show any other risks to this form of treatment, 
and it is hard to see why, with proper care in the 
selection of cases and in applying the treatment, 
there should be dangers even comparable with 
surgical interference. 

(5) The Simplest and Most Efficient Technique 
of Treatment . 

After a careful study of the various techniques 
advocated by different workers in the field of the 

* Kronig and Gauss (‘Arch. Roent. Ray,’ December, 
1910) are in agreement with this view. 
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Rontgen therapy of fibromyomata, and as the result 
of a personal visit to Lyons in Sept., 1910, to study 
Bordier’s methods, in the opinion of the writer the 
technique about to be described is the simplest, is 
based on scientific grounds, and gives results which 
have not been surpassed by any other procedure 
of a similar type—results, moreover, which can be 
repeated by any worker who carefully follows the 
details about to be described, and who is possessed 1 
of the necessary apparatus, which must be of such 
a potency that it will activate a Muller’s water- 
cooled anticathode tube of a hardness of 12 
Benoist, permitting the passage of 1 m.a. through 
the tube, while the primary of the coil carries 
a current of 6 to 8 amperes. The dosage is I 
regulated by Bordier’s chromo-radiometer with 
pastilles* of barium platinocyanide. This salt, under 
the action of X rays, changes in colour, and a series 
of comparative tints have been prepared, numbered 
o, 1, 2, 3, 4,. Bordier’s scale of tints is based on 
the following phenomenon : When X rays act on 
a solution of iodoform in chloroform free iodine is 
liberated. Bordier defines his standard—unit 1— 
as the quantity of rays that will liberate one deci- 
milligramme of iodine from a 2 per cent, solution 
of CH1 3 in CHCI3 contained in small cube, each 
of whose faces is one square centimetre. Thus the 
quantity of rays that will change the colour of a 
pastille to tint o is equivalent to i’8ii, to tint 1 is 
3‘6i, and so on, and it is most important that these 
tints should be arrived at with any given apparatus 
in the same space of time as was required to 
obtain the coloration in the original experiment. 
These are given by Bordier as followsf: 3 to 4 
minutes to obtain tint o; 6 to 8 minutes to obtain 
tint 1 ; 10 to 12 minutes to obtain tint 2; 14 to 17 
minutes to obtain tint 3; 18 to 22 minutes to 
obtain tint 4 ; and were estimated without the use 
of a filter. 

In the treatment of fibromyomata an aluminium 
filter must always be used. These filters vary in 
thickness and serve to cut off the soft rays which 
are absorbed by the skin and cause dermatitis, but 
which permit the hard penetrating rays to pass. 
Bordier uses sheets of aluminium about 16 in. by 
13 in. of the respective thickness of 5, 1, and 2 
mm. By a combination of these any required 
thickness of filter can be required. 

In practice the applications are made as follows : 
The patient lies on a couch, with the abdomen 
bared, and a pastille is gummed on to the skin 
over the part to be irradiated. The thighs, thorax, 
and external genitals are protected by thick rubber, 
and over the abdomen is laid an aluminium filter, 
well grounded by being attached by a wire to a 
water or gas main. The two regions to be treated 
are, on the one hand, the ovarian, and on the 
other hand, the central portion of the abdomen 

* K. Schall, 75, New Cavendish Street, W. 

t ‘Technique Radiotherapique ’ (Bordier), p. 109. 


extending from the umbilicus to the symphysis 
pubis. 

On the first day each ovarian region is treated 
by directing the tube so that the principal direction 
of the rays passes through each ovary in turn for a 
time sufficient to change the tint of the pastille 
placed under the filter to tint o, the circumference 
of the tube being about 4 in. from the skin, and 
the thickness of the filter being 1 mm. This will 
require two separate irradiations of about eight to 
ten minutes. 

On the following day no treatment, but on the 
third day the central portion is given a similar 
pastille dose through a filter of 3 mm. On the 
I fifth and seventh day treatments are given similar 
to those on the first and third, but using filters of 
i*5 mm. and 3 mm. respectively. On the ninth 
and eleventh days the irradiations are similarly 
repeated, but the filters are now 2 mm. and 3*5 
mm. By this means one introduces at each point 
of entry a dose of 4 5 I. (equal to about 6 H.) 
measured under the filter. 

The patient now suspends treatment for three 
weeks, and the time should be so arranged that the 
catamenia occur during this period. After the 
three weeks the series is recommenced, and 
repeated as before. As a rule the menopause 
occurs after from two to four series, /. e. in from 
two to four months, accompanied by very marked 
diminution in the size of the tumour. 

In those cases characterised by metrorrhagia, 
where the endometrium shows a marked tendency 
to haemorrhage, it has been found to be beneficial 
to combine with radiotherapy intra-uterine appli¬ 
cations of the constant current, as described else¬ 
where,* thus utilising, simultaneously with the 
X rays, the powerful styptic action of the positive 
pole, as well as securing the undoubted beneficial 
results that constant-current applications have on 
certain fibroid tumours of the uterus. 

The special points of Bordier’s technique are : 

(1) Absence of Compressor, as advocated by 
Albers Schonberg and others. 

(2) Extreme hardness of tube—12 B. 

(3) Accurate measurement of dose of rays tinder 
the filter. 

(4) Division of treatments into precise series. 

The facts and their explanations stated above, 

in connection with radiotherapy in fibromyomata 
taken in conjunction with the accompanying dia¬ 
grams of some of Dr. Bordier’s results must be a 
proof that this form of treatment, as yet but little 
used in England, is capable of playing a very 
definite role in the therapeutics of fibroid tumours* 
and from this a very important interence is to be 
drawn, viz. the imperative necessity of legislation to 
prohibit the use for any purpose of X rays by other 
than medical men. 

* Clinical Journal, October 27th, 1909, p. 43 et seq . 

June 26th, 1911. 
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A LECTURE 

UPON 

THE YASO-MOTOR FACTOR IN 
THE CAUSATION AND 
TREATMENT OF HIGH BLOOD- 
PRESSURE.* 

By HERBERT FRENCH, M.A., M.D.Oxon, 
F.R.C.P.Lond. 

Assistant Physician and Lecturer at Guy’s Hospital, etc. 


Gentlemen,— I think it will be agreed that of the 
various conditions which may be associated with 
abnormally high blood-pressure, the two chief have 
been described by the pathological terms, arterio¬ 
sclerosis and granular kidney. This is not an 
occasion upon which we can enter into the interest¬ 
ing relationships between chronic affections of the 
kidney and fibrotic or other degenerations of 
arteries and arterioles, and all I will say upon this 
score for the moment is that most people will 
admit that, although there are some patients whose 
bodies exhibit in the post-mortem room extreme 
fibrotic and atrophic conditions of the kidney, 
without very obvious disease of the middle-sized 
arteries, and although there are other patients who, 
when dead, present kidneys that are not very 
abnormal in their naked-eye appearances, although 
at the same time there is Extreme thickening of the 
arteries and arterioles, so that it would seem that it 
is possible to have extreme degrees of granular 
kidney without arterio-sclerosis, and also alternatively 
extreme degrees of arterio-sclerosis without chronic 
fibrotic degeneration in the kidneys, nevertheless, 
most of us have observed that both granular 
kidney changes and' arterio-sclerosis are generally 
mingled together—in varying proportions, it is true 
—in the same patient. One case may have such 

* Delivered at the Medical Graduates College and Poly¬ 
clinic, London. 
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definite abnormalities of the urine that the renal 
factor will attract the greatest amount of attention 
during life; another may have very similar symptoms 
and high blood-pressure, but without albuminuria, 
so that his condition may be dubbed arterio¬ 
sclerosis rather than granular kidney. It is not 
impossible that both granular kidney and arterio¬ 
sclerosis are ultimately due to similar causes, so 
that it may be more or less of an accident whether 
the tissues most affected in a particular case are the 
arteries or the kidneys; but for the purpose of our 
present discussion it is to the arterio sclerotic factor 
in high systemic blood-pressure that I would direct 
particular attention. I should also like to say that 



by blood-pressure in this connection I do not mean 
venous, capillary, or pulmonary blood-pressures, 
but systemic arterial blood-pressure; and not dia¬ 
stolic or mean arterial blood-pressure, but maximum 
blood-pressure in the systemic arteries as measured 
by means of one of the various modifications of 
the Riva-Rocci sphygmomanometer. 

The Various Chronic Affections of Arteries. 

There is a considerable tendency to confuse with 
one another different pathological changes in the 
arteries, and especially to speak of atheroma as 
though it were identical with arterio-sclerosis. This 
is a source of considerable difficulty in interpreting 
the views expressed by different observers. I take 
it that there are four common but very distinct 


chronic affections of arteries, which may be given 
the names—atheroma, endarteritis obliterans, senile 
calcification, and arterio-sclerosis respectively. 
I will try and represent by these diagrams upon 
the blackboard the essential differences that exist 
between them : 

Atheroma is characteristically a local affection, 
distributed in patches, affecting the deeper layers 
of the tunica intima in the first instance, and 
involving the middle and outer coats secondarily, 
and to a less extent. There are three familiar 
stages of the disease : the first is characterised by 
local yellow elevations, and spoken of as the 
fatty stage ; by a process of softening of the deeper 
cells of the fatty patch this passes into a condition 
of atheromatous “abscess,” which is no abscess at all, 
but only a softening of the local proliferated 
! endothelial cells; later the surface becomes denuded 
• from the so-called abscess, and the fatty contents 
are swept away, leaving behind a patch, no longer 
covered by normal endothelium, and spoken of as 
an atheromatous “ ulcerf which may be small or 
large, well or ill-defined, and often in the later 
stages the site of calcareous deposits. This 
atheroma may be senile, alcoholic, syphilitic, or due 
to other causes that are less well known, and it 
affects particularly the aorta, and the main branches 
i near the aorta, the coronary arteries, and the 
! vessels at the base of the brain. It is altogether 
| an entirely distinct thing from arterio-sclerosis, 

; though the two affections often occur simul¬ 
taneously in the same patient. 

Endarteritis obliterans , in the next place, is 
essentially a disease affecting the interior of 
arterioles, particularly those of the brain or spinal 
cord ; and it is the result of syphilis. The outer 
and middle coats may remain unaltered, but the 
internal coat, instead of being almost impercep¬ 
tible, and scarcely more than a single layer of 
endothelial dells deep, has become thickened by 
the heaping-up of endothelial cells until they are 
dozens deep, the lumen becoming greatly dimi¬ 
nished thereby, so that the parts supplied by the 
affected vessels become softened for lack of a proper 
blood-supply. It is this condition which pre¬ 
disposes to cerebral thrombosis and to transverse 
softening of the spinal cord. 

Senile calcification is an affection of the middle 
co*t of the arteries, and is part of a general ten¬ 
dency to the deposition of calcium salts in the 
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tissues in old people. The calcium deposits are 
laid down in the non-striped muscle-fibres of the 
artery wall without the lumen being affected, and 
without the artery itself being increased in circum¬ 
ference ; it is a simple process of calcification, 
comparable to that which also occurs in the larynx 
and the rib cartilages, but it may become so extreme 
that the artery feels as though it were the stem of a 
clay pipe beneath the skin. This condition is very j 
often associated with atheroma of the aorta, because 
both occur in old people ; but it has nothing to do 
with arterio-sclerosis, and it is quite common in 
people with calcified radial arteries to find the blood- 


muscular does the middle coat become. It is to 
be noted particularly that the lumen of the affected 
vessels remains approximately normal, that there 
is no obvious change in the tunica intima and no 
diminution in the calibre. 

To summarise , therefore, one may say that 
atheroma is a multiple focal change affecting 
primarily the tunica intima particularly in the 
aorta, coronary arteries, and cerebral vessels; that 
endarteritis obliterans consists in occlusion by a 
general proliferation of the tunica intima, particu¬ 
larly of the cerebral and spinal vessels; that senile 
calcification is a conversion of muscle-fibres into 


Diagrams representing the essential changes in 



pressure relatively little increased and the heart 
not enlarged at all. Rigid, or even rigid and 
tortuous, radial arteries, are no necessary proof of 
there being arterio-sclerosis, and it is possible for 
arterio-sclerosis to affect the internal vessels severely, 
and yet for the radial artery to feel relatively 
normal. 

Arterio-sclerosis . — The essential change in 
arterio-sclerosis is fibrotic degeneration of the 
middle coats of the medium-sized systemic arteries, 
so that there is no longer a clear definition between 
the middle coat, which should be muscular, and 
the outer coat, which should be fibrous; the two 
become fused together and very much thicker 
than normal, and the greater the degree of the 
arterio-sclerosis the more fibrous and the less 


atheroma—a local affection of the tunica intima. 



chalk without! other material change; and that 
arterio-sclerosis is an affection, not of the tunica 
intima, but of the tunica media of the middle- 
sized arteries generally, with varying degrees of 
thickening of the middle and outer coats, which 
! become blended together and fibrous. 

i 

Hypertrophy of Middle Coat, probably Com¬ 
pensatory, AND NOT AN ESSENTIAL STAGE 
of Arterio-sclerosis. 

I shall at once be met with the criticism, I 
expect, that surely the first change that takes place 
, in the arteries as the result of arterio-sclerosis is 
not fibrosis of the middle coat but hypertrophy of 
it, with an increase in the muscle-fibres that it 
' contains — that muscular hypertrophy precede 
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fibrosis. That there is actually muscular hyper¬ 
trophy of the middle coat of many of the middle- 



Fig. 4.—Diagram representing the essential changes in 
endarteritis obliterans. A general proliferative affec¬ 
tion of the tunica intima with concentric diminution in 
the lumen of the affected vessel. 

sized arteries in patients in whom there is obvious 
fibrotic arterio-sclerosis in other arteries I willingly 
admit, but I contest the view that this hypertrophy 



Fig. 5. —Diagram to indicate the essential change in senile 
calcification : “ pipe-stem” artery. Deposition of lime 
in middle coat. 


is a disease process, the first stage or even an 
essential stage of arterio sclerosis. I believe that 
this muscular hypertrophy in the relatively less 


affected arteries corresponds precisely with the 
hypertrophy of the heart, and that it is a necessary 
compensation on the part of the healthy arteries to 
prevent their being ruptured by the high pressure 
at which the blood within them is circulating on 
account of there being arterio-sclerosis in other 
vessels. This muscular hypertrophy is, in my 
opinion, not the first stage of arterio-sclerosis, but 
a compensatory effort on the part of the vessels 
that are not yet diseased, even though they may 
presently become affected by the general arterio¬ 
sclerotic changes. 



! Fig. 6. —Diagram representing the essential changes in 
arterio-sclerosis. Tunica intima normal; tunica media 
converted into fibrous tissue and fused with thickened 
tunica adventitia. 


Visceral Arterio-sclerosis. 




There are certain points in regard to arterio¬ 
sclerotic cases which are generally admitted; even 
though they may be controverted in the minds of 
some of you, I shall be obliged for the sake of 
argument and on account of the shortness of our 
time to take certain things for granted. 

For instance, it has long been observed that the 
worst cases of arterio-sclerosis with the highest 
blood-pressure and the greatest cardiac hyper¬ 
trophy are those in which the visceral arteries, 
particularly those in the splanchnic area, are most 
diseased. It is possible to have a very high blood- 
pressure with bad arterio-sclerosis of the abdominal 
arteries but almost normal vessels in the limbs. 
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Vasodilator Drugs Ineffectual in Advanced 
Cases of Arterio-sclerosis. 

It is also generally allowed that, although in the 
earlier stages of the malady, when the blood- 
pressure has not yet reached much over 200 mm. 
Hg., it may still be possible to influence the blood- 
pressure in many ways by means of drugs, in the 
worst cases, when the blood-pressure is, for instance, 
over 300 mm. Hg. instead of the normal 125 or 
130 mm. Hg., vaso-dilator drugs such as amyl- 
nitrite, nitro glycerine, and the like, have hardly 
any appreciable effect in diminishing the blood- 
pressure, the only sure way of bringing the pressure 
down being to put the patient to bed. The effects 
of rest in bed in reducing the blood-pressure may 
be further aided by venesection, by low diet, by 
purging, and by the use of such remedies as 
depress the action of the heart, such, for instance, 
as iodide of potassium, erythrol tetranitrate, sodium 
nitrite, sweet spirits of nitre. It has been remarked 
again and again, however, that, directly these 
patients get up and return to a life of average 
activity, up goes the blood-pressure once more, 
notwithstanding the continued use of all the 
remaining therapeutic measures except the rest in 
bed. It seems to be only by diminishing the 
activity of the body as a whole, and of the 
work of the heart in particular, that the blood- 
pressure can be lowered when arterio-sclerosis is 
extreme. 

Thirdly, although there is doubtless a poison, or 
very likely several different poisons or toxins— 
some derived from the intestines perhaps, others 
from intrinsic processes of metabolism, such as 
gout and the uric acid diathesis, and others from 
external sources, such as tobacco or lead—it is a 
remarkable fact that there seems to be no constant 
chemical pathology underlying arterio-sclerosis ; it 
would appear that there must be something else 
required besides a hypothetical toxin or chemical 
poison for arterio-sclerosis to develop. Some 
people have blamed smoking as a cause of the 
complaint; others high living, especially meat diet 
in excess of the needs of the body; others alco¬ 
holism ; others that much maligned substance, 
uric acid. It is necessary to allow for the fact, 
however, that quite bad arterio-sclerosis with high 
blood-pressure may be found in life-long abstainers, 
in vegetarians, in non-smokers, and, further than 


this, that the disease may reach a high degree even 
in a non-smoking, teetotal vegetarian. 

The Importance of Increased Peripheral 
Resistance has probably been Exaggerated. 

It has been urged by many, in fact by almost 
all who have written upon the subject, that the 
main cause of the high blood-pressure in arterio¬ 
sclerosis is the “ increased peripheral resistance ” ; 
this is the first time I have made use of this 
expression to-day, and I should like to bring before 
your notice a theory upon which it would be 
possible to account for most, if not all, of the pheno¬ 
mena of arterio-sclerosis without invoking any hypo¬ 
thetical increased peripheral resistance at all. 
There very probably is some increased resistance in 
the arterioles in these cases, but its degree has been 
much exaggerated, I think. Indeed, when one 
comes to look for it one finds it more and more 
difficult to see precisely where the increased peri¬ 
pheral resistance can be in these cases. Where is the 
exact point at which there is so great an increased 
resistance to the pumping of the blood through the 
vesssels that the pressure is forced up to the height 
of 300 mm. Hg. or more ? That the heart has much 
more than the normal amount of work to do is 
shown by the marked hypertrophy of the left 
ventricle; but is the hypertrophy wholly due or 
even mainly due to increase in the peripheral 
resistance ? I think another very important factor 
is the impairment of the vaso-motor control over 
the distribution of the blood pumped out by the 
heart, and I will discuss this more fully in a 
moment. Meanwhile let us see where any hypo¬ 
thetical increased resistance can be : it is clearly not 
at the aortic valves or in the aorta, for these may be 
relatively healthy even when the blood-pressure is 
very high ; at most they are atheromatous, but 
atheroma by itself does not increase the blood- 
pressure, for it is found again and again in elderly 
patients whose blood-pressure during life has not 
been unduly high. Arterio-sclerosis does not materi¬ 
ally diminish the lumen of arteries of the size of 
the subclavians and carotids; indeed these vessels 
often seem to be dilated rather than constricted in 
high blood-pressure cases; they surely cannot 
increase the peripheral resistance materially even 
though they may be more rigid than normal; the 
same applies to the middle-sized arteries such as 
the cceliac axis or mesenteries. Even when one 
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comes to the arteries and arterioles in the substance 
of the different organs, one finds that although the 
walls may be very thick and fibrous the lumen is 
still quite clear and wide. It may be a little more ! 
difficult to pump blood through thick-walled arteries j 
than to pump it through thin-walled arteries of 
about the same calibre, but certainly it has always 
seemed to me unsatisfactory to suppose that the 
mere rigidity of the fibrous walls of arterio-sclerotic 
vessels was sufficient to account for the enormous 
rise of blood-pressure found in many of these cases. 
In passing one may mention that the most rigid 
arteries that one meets with are those that have 
undergone extensive calcification, and yet in many 
of these cases there is no associated arterio-sclerosis 
and the blood-pressure is not only not necessarily 
above the normal, but is indeed generally raised 
little, if any, more than is to be expected normally 
at the patient's age. Indeed, so difficult has it been 
found to place the site of the increased peripheral 
resistance in the arteries or arterioles, that we have 
been told of there being an increased viscosity of 
the blood in these cases, associated in the minds 
of many with an undue amount of uric acid in the 
blood; and it has even been held that it is this 
increased viscosity, rendering the blood more sticky 
than usual, which prevents it getting through the 
capillaries so quickly as it should, and that this is 
the cause of the increased blood-pressure in these 
cases. There may be some grain of truth in the 
suggestion, but when one thinks of the great 
viscosity of the blood in cases of congenital heart 
disease with morbus coeruleus (Parkes Weber), the 
result of pulmonary stenosis for instance, and if 
one remembers how in these cases the patient may 
be relatively vigorous and live to adult life with a 
blood-pressure that is practically normal, one sees 
that it is exceedingly difficult to attribute the very 
high blood-pressure of arterio-sclerosis to undue 
viscosity and resistance in the capillaries. Equally 
improbable would it be for the site of the increased 
peripheral resistance to be in the veins. In short, 
one does not see at all clearly where the increased 
peripheral resistance is which is supposed to be 
the cause of the high blood-pressure in this disease. 
Is it possible, then, to account for the high blood- 
pressure and other phenomena of arterio-sclerosis 
without having to suppose that there is any in¬ 
creased peripheral resistance at all ? I think it is, 
and I think it is here that we come to the vaso¬ 


motor factor, which has been far too little insisted 
upon in connection with high blood-pressure. 

The Vaso motor Factor in the Production 
of High Blood-pressure. 

If from any cause more blood is wanted in one 
viscus than in another in the normal individual, 
the arterioles supplying the more-demanding organ 
dilate as the result of impulses reaching them via 
their vaso-motor nerves, whilst at the same time 
other impulses descending by the vaso-motor 
nerves to the arterioles of organs and limbs that 
do not need so much blood constrict these 
arterioles and shut off the stream from parts that 
do not require it. The heart goes on pumping as 
before without being materially concerned in the 
transaction. Up to a certain point the blood- 
supply is co-ordinated, varied, and arranged, by 
the vaso-motor system without the heart being 
called upon to pump either more or less than 
before. This variation in the distribution of the 
blood to different parts of the body—to the limbs 
in walking, to the stomach after a meal, and so 
on—by means of opening some sluice-gates and 
closing down others by means of the vaso-motor 
system, is going on in all of us more or less all day 
long, and the heart is thereby allowed to continue 
its work in an almost even tenor without troubling 
about what happens to the blood that it pumps 
out, unless some extra vigorous work is under¬ 
taken, such as running, which may involve a supply 
to the active parts of the body of a bigger quantity 
of blood than could be sent to them in a limited 
time by the means at the disposal of the vaso-motor 
system alone. For the sake of simplicity let us 
use the term “stomach ” as representative of the 
viscera in general. Without the lumen of any of 
the vessels in the body being altered from the 
normal, I would now ask you to imagine that at a 
given moment all the arteries in the body became 
set so that they could neither dilate nor contract. 
Suppose now that, having up till this time been 
fasting, the individual were to eat a meal: for the 
continuance of life it would be necessary for that 
meal to be digested ; for the proper digestion of 
that meal an increased amount of blood would 
have to be sent to the stomach. Whatever volume 
of blood ran through the gastric arteries during 
fasting, it would need to be trebled or more after 
the meal, if digestion were to be properly performed; 
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until the arteries became rigid this would have 
been effected at once by vaso-constriction taking 
place in the limbs and by active vaso-dilatation 
occurring in the gastric vessels ; when the walls of 
the vessels have become fibrous instead of muscular, 
however, vaso-dilatation can no longer take place 
in the stomach and vaso-constriction can no longer 
take.place in the limbs, because in each place the 
arteries have become fixed and rigid as to their 
wails. It is nevertheless essential that more blood 
should be pumped to the stomach for purposes 
of active digestion, or the individual would fall 
ill or even not continue to live ; what is the best 
that can be done under these circumstances? | 
The best is for the amount of blood pumped 
out by the heart to be increased and for the force 1 
at which it is pumped to be augmented ; in this 1 
way more blood will be sent to the stomach 
and digestion will be more or less efficiently per¬ 
formed, but what will be the effect upon the rest 
of the circulation ? It is clear that with more 
work to do the left ventricle of the heart will 
sooner or later need to hypertrophy ; it is also 
clear that at the same time that more blood is I 
being pumped through the gastric vessels for the 
necessary requirements of digestion, more blood is 
also being pumped, unavoidably but unnecessarily, 
through all the other vessels in the body. This 
must increase the blood-pressure within them even 
if there is no increased peripheral resistance at all, 
and I believe this is a factor in these cases that 
has not been given a place of sufficient importance 
hitherto. This must result in the walls of all the 
vessels being subjected to a greater strain than 
they were originally meant to bear, with the result 
that if any remaining healthy vessel is not to 
rupture, the strength of even its healthy walls must 
be increased. This seems to be a reasonable expla¬ 
nation of the hypertrophy of the tunica media 
which by many authors is said to be the first 
change in arterio-sclerosis, but which it seems to , 
me is not a change in diseased vessels, but a 
compensatory change in vessels that are not yet 
diseased. It may be urged that one never comes > 
across a case of such extreme arterio-sclerosis 
that all the vessels in the body are so rigid 
that their calibre cannot be varied at all by 
means of the vaso-motor nerves ; this is probably 
true, but what would be true of so extreme a case 
would be equally true, relatively speaking, in cases 1 


less extreme in degree. The gist of the argument 
is: (1) That if the arteries, especially the visceral 
arteries, become sclerosed so that their calibre 
cannot be varied readily by means of vaso-motor 
impulses, then the onus of balancing the blood 
distribution must fall more and more upon the 
heart in proportion as it is less and less controlled 
by the vaso-motor system ; (2) that at any given 
moment there will always be some organ—the 
j stomach, for instance—to which it is not possible 
to supply less than a certain minimum amount of 
blood, if its functions and life are to be continued ; 
and (3) that, owing to the loss of vaso-constrictor 
power, the vessels of other parts have to receive 
more blood than they require, for the sake of the 
organ which for the moment is most in need of 
blood, and whose blood supply must not fall below 
a certain minimum if its proper functions are to 
be performed. The result must be that the vessels 
which are thus compelled to receive more blood than 
they require have an increased pressure of blood 
within them. My illustration has been rather crude, 
I fear, but you will perceive that, granted that from 
any cause the muscular coat of the walls of the 
arterioles is replaced by fibrous tissue, especially 
in the case of the visceral vessels, then it is possible 
to explain the high blood-pressure that results 
without supposing that there is any increased 
j peripheral resistance at all. I do not wish to imply 
I that I think there is no increased peripheral 
[ resistance in arterio-sclerosis ; there probably is, 
but I think it has been exaggerated; and I feel 
sure that a very important factor in the production 
I of high blood-pressure is the necessity of distri¬ 
buting the blood, not by varying the calibre of the 
vessels by means of the vaso-motor nerves, as 
should normally be the case, but by pumping out 
from the heart such quantities as will ensure a 
proper supply to the maximum-demanding organ, 
whilst excess of blood is unavoidably pumped to 
waste into the other vessels of the body at the 
same time. 

In case I have not made my point clear, may 
I be pardoned for adopting another simile ? 

Let us suppose that a-b, which I draw on the 
blackboard here, is a river —we will call it the Nile— 
and that c is a pump for pumping water to irrigate 
the various fields along the margins of the river ; 
we will suppose that d, e, and f, are water 
channels to convey the Nile water to the fields o, 
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h, and k — g containing, we will suppose, rice, h 
potatoes, and k roses. We will suppose that under 



Fig. 7.—Diagram of irrigation works in which equal 
quantities of water flow from the pump c along 
channels D, E, and F, to the fields g, h, and k. 


When the farmer finds that his roses in field k are 
getting dry whilst his rice and potatoes in fields g 



Fig. 8. —Diagram to indicate how, if the field k requires 
more water than it is getting in fig. 7, this may be 
effected by closing sluice-dams in channels d and B, 
causing more water to flow along channel F without 
calling for more work on the part of the pump c. 
(= Normal heart, normal neuro-muscular vaso-motor 
system, and normal blood-pressure.) 



Fig. 9. —Diagram indicating how, if there are no sluice-dams available for channels D and E, as in Fig. 8, 
and if the field K is, nevertheless, to receive more water than it is getting in Fig. 7, then this has to be 
effected by increasing the force and output of the pump c ( = cardiac hypertrophy); at the same time as 
channel f receives its increased supply of water, channels i> and E wfll receive a similar increase, even 
though they do not need it; the pressure within them will thereby become raised ( = high systemic blood- 
pressure), and their banks will burst unless their walls are strengthened ( = compensatory hypertrophy of 
the muscular coat if any remains to hypertrophy). The bank may burst (= haemorrhage), or the contents 
of fields g and h may become washed away (= polyuria, plethora, cerebral throbbings, etc.) ; and all this 
without any of the channels offering any increased resistance to the flow of water within them (= high 
blood-pressure explainable even without increased peripheral resistance). 

Figs. 7, 8, and 9.—Diagrams drawing a comparison between an irrigated farm and the cardio-vascular 
system, a-b. The river, c. The pump, d, e, f. Water channels leading to g, h, and K, three separate 
fields. 

ordinary circumstances the piston of the pump c | and h are moist enough he does not ask the pump 
works up and down about 70 times per minute, to go any faster, but puts in sluice-gates in the 
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channels d and e, leaving f free and open, so that 
of the total amount of water pumped per minute 
by the pump c a bigger proportion than before 
now goes along the channel f to the roses k and 
less goes to the potatoes and the rice in g and h. 
Suppose now that some thief came and stole all 
the sluice-gates ; suppose the roses in field k were 
very valuable and that they were not receiving 
enough water and must receive more at all costs, 
what is the farmer to do ? The only thing he can 
do is to send word to the pump either to go faster or 
to pump out more with each stroke of the piston. 
The man at the pump responds : more water is 
pumped out; enough gets to the roses and that 
crop is saved. But what has happened to the rice 
in field g and the potatoes in field h meanwhile ? ! 
It has not been possible to prevent an additional 
quantity of water rushing down the channels d and 
e under increased pressure, so that in order to 
save his roses in field K the farmer has had to run 
the risk of having a burst in his channels d, e and 
f, and a washing away of all his rice and of his 
potatoes (haemorrhage, polyuria). The banks of 
the water channels will have to be strengthened 
(= compensatory hypertrophy of the walls of 
healthy vessels); and the pump may need to be 
increased in power (== cardiac hypertrophy). 

This, of course, would be an extreme case as 
regards arterio-sclerosis, for it probably never 
happens that an individual is so affected as to have 
lost absolutely all power of varying the calibre of 
any of his vessels by means of the vaso-motor 
system, but the simile may serve to indicate how 
arterio-sclerosis may lead to varying degrees of 
increase in blood-pressure, even if there is no 
increased peripheral resistance, the rise in blood- 
pressure increasing with the increase in the number 
of arterio-sclerotic vessels whose calibre cannot be 
varied freely by the vaso-motor system. One of the 
earliest symptoms in many such cases is a feeling 
of giddiness when the patient changes his position 
suddenly, as, for instance, when he rises from bed 
in the morning, or when he stoops down to pick 
something up from the floor or to put his boots on. 

A small boy, in whom the arteries and their control ! 
by the vaso-motor system are perfect, can stand ■ 
upon his head with impunity, without giddiness, 
and even without much blood “running to his 
head ”; a similar action in a trained acrobat can 
also be performed with impunity ; but in the 


ordinary individual, whose vaso-motor system has 
not been kept in training as the years go on, the 
amount of cerebral discomfort produced by such 
an action becomes more and more on account of 
the decreasing ease with which the distribution of 
the blood in the body can be readily and speedily 
re-adjusted by the vaso-motor system in response 
to sudden alterations of posture ; and, finally, even 
ordinary movements cause vertigo if they are per¬ 
formed suddenly. This also accounts for the fact 
that vaso-motor drugs can only vary the blood- 
pressure in mild cases of arterio-sclerosis in which 
many vessels are not yet fibrosed; in those that 
are more severe, when the blood-pressure is already 
very high, those drugs that act through the vaso¬ 
motor nerves have lost their effect, for they are no 
longer able to vary the calibre of the fibrosed 
blood-vessels. In order to diminish the blood- 
pressure when this stage has been reached, work 
has to be taken off from the pumping end, and it 
is only by depressing the heart or by putting the 
patient to bed, or otherwise decreasing the total 
work required of the machine, that diminution in 
the blood-pressure can be brought about. 

Two Important Points in Treatment, 
i. Prophylaxis of Arteriosclerosis . 

Several very important points in treatment arise 
out of this view of the case if it is correct, and I 
should like to draw attention to two in particular. 
The first of these is in regard to prophylaxis. As I 
have already said, there is almost certainly a toxic 
or poison factor at the ultimate root of arterial 
degeneration, and very possibly this poison is not 
a single chemical substance, but may be a different 
substance in different cases : alcohol, lead, nicotin, 
oral sepsis, toxins, intestinal poisons, and so on. 
But there can be no doubt there is some common 
factor causing arterio-sclerosis to be more prevalent 
in certain classes of patients, especially strenuous 
but sedentary business men, and for it to be a town 
disease rather than an affection of those who live 
out-door country lives. Why should this be ? 

Simile of a limb kept too long in splints .—Let 
me recall to your minds what would happen to 
the muscles of your arm if you were to put the 
limb up in a plaster-of-Paris splint and were to 
leave that splint on continuously for months or 
years without taking it down and moving the 
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joints and muscles of the arm. It is quite clear 
that the limb would first become stiff, and presently 
there would be permanent contracture in the 
muscles. If the arm had been put up in a bent 
position it would no longer be possible to straighten 
it out at the elbow. This contracture would be 
due to fibrous degeneration of the long-disused 
muscles. Any muscle so allowed to remain unduly 
long in one position will undergo fibroid degenera- | 
tion even if there is no particular poison at work 
besides. What is happening as regards the muscles j 
of the arteries in a great many well-to-do persons I 
nowadays ? Instead of the individuals sometimes : 
starving, sometimes having good meals, so that 
there is an alternation between extreme contraction . 
of the visceral arteries and their extreme dilatation, 
many people eat so abundantly three or even four 
times a day, when there is an almost constant 
activity of the visceral arteries, so that they remain i 
day after day nearly the same size; many indi- , 
viduals live such equable lives that, instead of I 
having to run hard to catch their meat for break- ! 
fast as in the old aboriginal days, they barely do 
more than walk, and that only for a minimum 
distance per diem. Motor-cars are tending to do j 
away with even walking. The arteries of the limbs, | 
therefore, do not become alternately dilated to a 
maximum during hard physical exertion and con¬ 
tracted to a minimum during rest ; there is a j 
considerable tendency, especially amongst those 
who live in towns, to maintain an almost equable 
size of the vessels both of the limbs and of the 
viscera from day to day, from week to week, and 
from month to month, so that the condition of the 
muscle-fibres of the artery walls is comparable to 
that of the biceps muscle which has been kept in 
one position for too long by a splint ; stiffness 
results, and finally fibrosis, until the muscular , 
coats have degenerated into fibjous tissue, which j 
is no longer contractile at all. For lack of time i 
I have been obliged to put this rather crudely, I 
but there is no doubt that high blood-pressure 
is to be found in many dwellers in towns who | 
have lived good but too .equable quiet lives, 1 
especially when they have been in comfortable 
circumstances, such as is the case with many 
who work at office business, whilst it is far less 
common in country places, especially amongst 
those who, even though they may drink too much, 
and live what may appear to be fast lives, yet, never¬ 


theless, by reason of their horse-riding and other 
active exercises, experience sufficient arterial-gym¬ 
nastics daily to carry them on to a hale old age. 
I feel certain that whatever chemical pathology 
may underlie arterio-sclerosis, an additional and 
eminently preventable factor is an absence of what 
for the sake of hrevity I may call sufficient arterial- 
gymnastics, necessitating the redistribution of 
blood in the various parts of tbe body by the active 
exertions of the vaso-motor neuro-muscular system. 
Arterial-gymnastics of this kind require no very 
strenuous exertion, provided the movements the 
patient goes through are of the right kind. It is 
probable that the old-fashioned way of fasting 
periodically did good, by making a maximum varia¬ 
tion in the calibre of the visceral blood-vessels from 
time to time. The beneficial effects of purgatives 
may possibly be attributed to a similar cause. 
There is no doubt that when arterio-sclerosis has 
reached an advanced stage, by which time all 
increased blood-flow through a part depends upon 
increased output from the heart, strenuous exercises 
often do harm rather than good ; but short of that, 
the stiffened arterioles may be made less stiff, and 
incipient arterio-sclerosis may be obviated alto¬ 
gether by the adoption of regular exercises, in which 
respect golf is an immense boon. Sometimes 
when the exercises are started they do harm instead 
of good, through being overdone; it is therefore 
beneficial to have graduated and supervised tasks 
in some cases in addition to the ordinary daily 
exercise ; it is in this respect that the passive and 
active movements of the Schott-Nauheim treatment, 
coupled with massage, do so much good. The 
keynote to the prophylaxis—and in its earlier stages, 
to the treatment, and possibly, in the earliest cases, 
to the cure—of arterio-sclerosis, is suitable arterial 
exercises ; that is to say, the re-establishment and 
maintenance of the proper activity and adaptability 
of the control of the blood-supply by the vaso¬ 
motor system, without the necessity for calling 
upon the assistance of varying activity of the heart 
Probably of all the simplest exercises which do good 
in the prevention of arterial rigidity one of the best 
is that which consists in standing up after the bath 
in the morning, and alternately extending one's 
head and body backwards, and then forwards and 
downwards until the fingers touch the toes, whilst 
the knees are kept straight. If the person can 
alternately stand erect and stoop the head far down 
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a dozen times in succession without producing 
giddiness, especially if the movements are per¬ 
formed fairly quickly, then it means that, in spite 
of the altered position of the head, the vaso-motor 
system is so agile that it can still vary and control 
the blood distribution in the body so quickly that 
the cerebral circulation remains approximately the 
same, in spite of the alterations in attitude. The 
beneficial effects of Turkish baths are probably 
due, in part at least, to the alternate extreme 
dilatation of the vessels and their subsequent re¬ 
constriction—in other words, exercises of the vaso¬ 
motor system. Treatment based upon the vaso-motor 
principle is, I am certain, based upon much firmer 
ground than is that which depends mainly upon 
any particular dietetic method, such as the exclu¬ 
sion of meats or wines, or the prohibition of tobacco 
smoking, or the adoption of measures directed j 
against some hypothetical intestinal auto-intoxica¬ 
tion. It is much better to restrict the frequency of 
the meals and the amount of food taken at a time, 
than to exclude any particular ordinary article of 
diet, the object being to vary the requirements of 
the stomach as to blood-supply, instead of having 
it so constantly employed that its blood-supply is 
always about the same. 

2. The Value of Digitalis in High Blood pressure 
Conditions with Incipient Heart Failure. 

The other therapeutic point which arises out of 
the view that the vaso-motor factor is a very 
important one in connection with the high blood- 
pressure of arterio sclerosis is that beyond a certain 
point the high blood-pressure is a necessity, and 
that without it the patient would be less able to 
accommodate himself to his daily work than if he 
were unable to produce and to maintain his high 
blood-pressure. If the cause of the high blood- 
pressure, namely the rigidity or rather* the lack of 
variability in the calibre of the vessejs, can be 
overcome by arterial-gymnastics, then the fall of 
blood-pressure so produced will be accompanied 
by benefit rather than harm ; but if the case has 
reached a late degree in which the vaso-motor 
control has very largely gone, then if the patient is 
to be up and about doing his daily work he must 
be able to maintain a proper supply of blood for 
the maximum demanding organ, and this means 
that he can only continue with his work so long as 
the heart can maintain the high blood-pressure 
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necessitated by the need of pumping to waste 
through peripheral vessels blood which cannot be 
prevented from going there by vaso-constrictor 
efforts. Sooner or later heart failure is to be 
expected; when symptoms of it do set in it will be 
possible to restore the heart and at the same time, 
! to maintain the needs of the body with a decreased 
blood-pressure by putting the patient to bed, and 
this is essential when the heart failure is consider¬ 
able ; but when the failure in compensation is 
incipient only, and the patient is beginning to be 
short of breath on exertion or to have slight oedema 
of his ankles, or some praecordial discomfort, and 
yet has to continue with his work on account of 
family and other reasons, then efforts directed 
towards diminishing the blood-pressure will seldom 
succeed so well as will those which are directed to 
j increasing the activity of the heart, and simultan¬ 
eously, and in many cases unavoidably, increasing 
the blood-pressure at the same time. The blood- 
pressure may be found, for instance, to be 280 mm. 
Hg. in a given case in which there is some oedema 
of the ankles and shortness of breath upon ordinary 
exertion. It might be thought that the best treat¬ 
ment would be to give iodide of potassium or 
erythrol tetranitrate or some other drug which will 
diminish the blood-pressure. In practice, however, 
it will be found again and again that the best 
results as regards the patient are to be obtained by 
giving 15 minims of tincture of digitalis in plain 
water three or even four times a day. The blood- 
pressure will very likely rise from 280 to 300 mm. 
Hg., but at the same time the patients sense of 
well-being will increase, his oedema will disappear, 
his breathlessness will vanish, and he will be a 
better man and better fitted for his ordinary 
avocations .with this digitalis treatment and in¬ 
creased blood-pressure than he would be upon 
treatment designed to diminish his blood-pressure. 
It might be thought that he would necessarily 
suffer from apoplexy from the bursting of a blood¬ 
vessel in the brain; undoubtedly there is some 
risk of this in any case, but one is on the horns of 
a dilemma, and one has to choose the lesser of 
two evils. Either the man must be reduced to 
invalidism with perhaps a wife and family depen¬ 
dent upon him, or he may be restored to working 
efficiency with a danger of apoplexy. In practice 
it is found that the risk of apoplexy does not seem 
to be any greater with the giving of the digitalis 
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than without it. The vessels gradually become 
thicker-walled and accustomed to the high blood- 
pressure during the course of the many years 
during which the arterio-sclerosis has been 
developing, and although they are Apt to burst 
sooner or later the practical benefits of digitalis 
treatment far more than counterbalance the risk of 
apoplexy which the patient may seem to run. One 
has had patients with very high blood-pressures 
who, having had digitalis in this way, have lived 
for many years, after heart failure definitely threat¬ 
ened, especially when with the digitalis course the 
condition of the vessels has been improved to 
whatever little extent may have been possible when 
the arterio-sclerosis had reached such an extreme 
degree, by the use of massage, Schott-Nauheim 
exercises, days of relative fasting, and periodic 
purgation. 

At the risk of wearying you with the subject by 
appearing to reiterate what I have said, I will hand 
round to you now this short abstract of the points 
which have arisen in connection with our discus¬ 
sion of what I believe to be a very important 
feature of modern conditions of life, namely, rela¬ 
tive insufficiency of vascular exercises in those who 
dwell in towns, and the important relationships 
the vaso-motor factor has in the causation and 
treatment of high systemic blood-pressure : 

Summary of Points Touched on in the 
Lecture. 

The essential differences between arterio-sclerosis, 
atheroma, calcification, and endarteritis obliterans. 

The so-called first stage of arterio-sclerosis— 
hypertrophy of the muscular coat—probably not 
the disease at all, but a compensatory change in 
the healthier vessels. 

The highest blood-pressure to be found when 
arterio-sclerosis is chiefly visceral. 

In advanced cases vaso-dilator drugs no longer 
effectual in reducing blood-pressure. 

Pressure reducible in extreme cases only by 
acting upon the central pump—by diminishing its 
work, as by putting the patient to bed; or by 
diminishing its force by drugs, such as iodide of 
potassium. 

Arguments against “ increased peripheral resis¬ 
tance ” being the cause, or, at any rate, the chief 
cause of high blood-pressure in arterio-sclerosis. 

This high blood-pressure explainable upon 


vaso-motor grounds (vide context of lecture), even 
if there were no increased peripheral resistance at 
all. Simile from water pump, sluice-gates, and 
irrigation works. 

The importance of lack of variability in demands 
for blood in different parts in producing fibrosis 
of arterioles; comparison with muscles immobilised 
by splints; this relative sameness of calibre over 
long periods probably quite as important a factor 
in the production of arterio-sclerosis as is any 
hypothetical toxin. 

Importance of this in prophylaxis; arterial 
exercises more important than any other single mea¬ 
sure ; without them arterio-sclerosis may be extreme 
even in non-smoking vegetarian teetotalers, whilst 
with them arterio-sclerosis may not occur at all in 
hard-living, meat-eating, whiskey-drinking smokers. 
Importance of “arterial gymnastics” in treatment 
as well as in prophylaxis. 

In advanced cases, high blood-pressure a necessity, 
if the body, is not to be invalided and laid up; if 
heart failure threatens’ if the patient is to be 
restored to an active life, digitalis in full doses 
will generally do more good than remedies directed 
to reducing blood-pressure. In less extreme cases, 
graduated exercises may restore some of the lost 
lissomeness to the arteries, so that the blood- 
pressure may be reduced owing to the restoration 
of the vaso-motor factor in balancing the blood 
distribution in the body ; but when such lissome¬ 
ness of the arteries is beyond restoration the blood 
distribution depends upon the heart, and not upon 
the vaso-motor nerves, in which case, to meet the 
demands of the maximum-demanding organs, 
other parts receive an unnecessary quantity, and the 
pressure within their vessels is thus, of necessity, 
very high. 
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Thyroid Treatment in Rachitis.— Variot and 
Pironneau gave the thyroid extract merely to hasten 
the growth of the children, which was abnormally 
backward. In the five cases reported the effect was 
marked, the children rapidly increasing in height 
under the influence of the mild organotherapy, and 
without displaying any evidences of intolerance. 
They seemed to benefit in every way by the thyroid 
treatment, becoming more intelligent and lively 
during the two-weeks’ and six-weeks’ courses with 
an interval of two months.— -Journ. A . M\ A ., 
vol. lvi, No. 24. 
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PATHS OF INFECTION OF THE 
URINARY TRACT. 

By W. BRUCE CLARKE, 

Senior Surgeon and Lecturer on Surgery, St. 
Bartholomew’s Hospital; Member of the 
Council of the Royal College of 
Surgeons. 


TUBERCULAR DISEASE. 

Gentlemen, —Last week we entered upon the 
consideration of the paths by which septic infection 
reaches the upper regions of the urinary tract. The 
cases I wish to lay before you this week are tuber¬ 
cular infections of the urinary tract, but the routes 
of infection, as I hope to be able to demonstrate to 
you, are in the main the same as those which we 
traced in the case of the more acute septic 
infections. 

The case which I am bringing to your notice is 
at present in the wards. I will first relate to you 
its clinical history, and discuss more fully the 
pathology and treatment of such cases later on, 
after we have considered the lessons that may be 
learnt from a contemplation of other cases of 
tubercular infection of the urinary tract. 

J. D—, set. 31 years, was admitted on March 
14th of this year. He had a large swelling on his 
right side in the region of the kidney, and was 
obviously very ill. We obtained from him the 
following history : He had enjoyed fair health 
up to about two years ago, with the exception of 
abscesses in the neck in childhood, the scars of 
which were obvious. 

Two years ago his left testicle became swollen 
and painful, and he applied at this hospital for 
relief. The testicle, I understand, was strapped, I 
and for a while gave him less trouble, but after a 
month or more of this treatment he was admitted 
into the wards, and his testicle and epididymis 
were removed. We have looked up his old notes, 
and we find that there was a caseating mass at the 
head of his epididymis which involved the testicle, 
and the prostate was enlarged as well ; but there 
appears to have been no frequency of micturition, 
or anything to indicate that the interior of the 
urinary tract was in any way affected. The urine 
at that time contained no albumen, sp. gr. 1019. 

A few weeks after this operation he left the hospital, : 


and pursued his work as a day labourer without any 
trouble until just before last Christmas (1910). At 
that time he began to feel pain and discomfort in 
his right loin, and his urine was, he says, thick on 
one or two occasions. I give you this statement 
as he makes it for what it is worth. You may 
be inclined to regard it as a proof that he had 
passed some pus in his urine. I am not sure that 
is a right interpretation of his statement. It may 
be that his urine deposited a sediment on standing, 
presumably of urates. At any rate, one thing is 
clear, viz. that his urine did not long remain thick. 
He could not, therefore, have passed more than a 
very small amount of pus. 

When he was admitted on March 14th, 1911, 
the following note was made of his condition : 
There is a large swelling in the region of the right 
kidney. The swelling distends the right side of 
the abdomen. It is slightly tender, and gives an 
obscure sense of fluctuation. It is dull to percus¬ 
sion. The patient is thin, and has recently lost 
flesh. Temperature, 102*6° F.; pulse, 94. Appetite 
poor. Tongue furred. Urine 1078, acid. No 
albumen or sugar. The patient’s condition was 
such that I deemed it advisable to evacuate the 
abscess without delay, and after cutting through 
the abdominal muscles reached an abscess situated 
behind the peritoneum, and incised it. I made no 
attempt to investigate matters further, as the 
patient was seriously ill, and I felt sure that the 
important question of the moment was to give 
free vent to the pus. The fever subsided in a 
few days, and the patient’s general condition 
improved. He began to put on flesh. He con¬ 
tinued to improve, and I was able to perform his 
second operation, which I will nowdescribe to you, in 
April. Before undertaking it, however, we had passed 
the separator with a view to determining whether 
any urine was being secreted by the right kidney. 
It was necessary to do this, because though it was 
all but certain that the abscess was situated in the 
right kidney, it was just possible that the pus might 
be proceeding from the neighbourhood of the 
kidney only, and that the kidney itself was quite 
healthy. If, on the other hand, the kidney itself 
was the seat of the mischief, it was clear that the 
right ureter was blocked, and equally clear that 
the removal of the right kidney was imperatively 
demanded, for in this case it was not only useless 
to its possessor, but might in addition prove a 
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source of general infection, if it had not already j 
done so. 

The abscess which had been evacuated had 
been proved to contain staphylococci as well as a ! 
considerable quantity of caseous debris , so there 
was but little doubt that the patient was the 
subject of a mixed infection, in which presumably 
tubercle had played the determining part. There 
was still a sinus remaining in the seat of the old 
wound. It was enlarged, and the peri-renal fat j 
soon reached. There was a considerable thicken- j 
ing round the kidney of the peri-renal tissue- 
After a somewhat prolonged attempt it proved 
impossible, as I had imagined it would be, to clear 
out the whole of the infected mass. The kidney 
had to be removed piecemeal, and the vessels 
ligatured as we came across them. As it was, the 
inferior vena cava was exposed for an inch or two, 
though happily it sustained no damage. The rest 
of the abscess cavity which had invaded the peri- [ 
renal tissue was cleared out and scraped. The 
result, as you know, has proved eminently success¬ 
ful, and the patient is making a good recovery. 

There are several points in the progress of the i 
man’s disease to which I should like to call your 
attention. Two years ago his genito urinary tract 
was first attacked by tubercular disease. The 
visible disease began in his left epididymis, and at 
that time his prostate is said to have been enlarged. 
His testicle and epididymis on that side were 
removed, and for nearly two years the disease 
remained in abeyance. 

Just before Christmas, 1910, he noticed a pain 
in the region of his right kidney, and his second 
attack began. When he came into the hospital a 
few weeks back I examined his prostate, and there 
was no evidence of its enlargement, but one or two 
hard nodules could be felt in it. 

How can we explain these events pathologically ? 
And where did the tubercular disease begin ? In 
the epididymis or in the prostate ? It is commonly 
asserted that either organ may be the first to be 
attacked, and undoubtedly this is true if we are to 
trust to clinical appearances only. There are, 
however, I think, good reasons for supposing that 
the prostate is usually affected first, and that the 
epididymis follows suit. This sequence of events 
is just what we should expect if we consider what 
takes place in other infective conditions of the 
urinary tract. Gonorrhoea, for example, attacks 


the deep urethra first and then invades the epi¬ 
didymis, attacking it just in that very part where 
it is likewise attacked by tubercle. 

Too much stress must perhaps not be laid on 
this analogy, because gonorrhoea undoubtedly passes 
up the urethra, whereas tubercle, in the vast bulk 
of cases at least, reaches the generative organs by 
the blood-stream. If, however, we assume the 
tubercular infection of the epididymis to be a 
blood infection, it is remarkable that the globus 
minor should invariably be infected first and the 
globus major later, whilst the testicle itself is only 
secondarily infected by the spread of the disease 
from the globus major, and never directly through 
the blood stream. There are other reasons in 
favour of the view’ that the prostate is first infected 
and the epididymis later. Though it is quite 
possible to have the epididymis affected with 
tubercle without any clinical evidence of a tuber 
cular focus in the prostate, it is exceedingly rare 
to find the prostate affected with tubercle without 
the epididymis becoming infected shortly after¬ 
wards. 

There can be no question that the prostate is 
the great distributing centre for crease of the uro¬ 
genital tract. It is capable of transferring its 
morbid products to the epididymis, and, as we saw 
last week, it can infect the lymphatics at the base 
of the bladder, and through them the kidneys can 
be infected as well. 

Furthermore, the prostate is a single organ and 
can transfer its products to either kidney or to the # 
bladder and vesiculae seminalis ; hence it is that 
you have often heard me speak of it as the 
Clapham Junction of the urinary tract. 

What about the treatment of these tubercular 
affections ? There are few regions of the body in 
which the views on the treatment of tubercular 
lesions have undergone so many changes as in the 
case of the urinary organs. 

Let us consider the various portions in order. 
Suppose the epididymis on one or both sides is 
affected. The disease, as we have seen, has 
almost certainly reached these parts through the 
lymphatic channels, but it speedily invades the 
mucous membrane, and probably cannot be 
detected clinically until it has done so. By this 
time the lumen of the vas is obliterated and the 
generative functions of the testicle are destroyed. 
The operator need, therefore, have no fear of ren- 
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dering his patient sterile. The patient is so already 
if the disease is bilateral, and if one side only is 
attacked the same remarks apply to the affected 
side. The only point, therefore, to be considered 
is how best to check the progress of the tubercular 
lesion and prevent its invasion of the remainder of 
the generative tract. This can best be effected by 
removal of the affected part, which, so far as the 
operation is concerned, is a simple surgical pro¬ 
cedure. The only point to be considered is 
whether the epididymis only should be removed, 
or the corresponding testicle as well. Were the tes¬ 
ticles concerned only with procreation, there would 
be no object in leaving an organ behind which the 
progress of the disease had already rendered use¬ 
less. But, as you are well aware, the testicles have 
other functions ; they produce an internal secretion 
which is intimately bound up with the welfare 
of the individual, and if any of you have ever 
seen anyone from whom both testicles have been 
removed you will easily realise what a difference 
exists between such an individual before and after 
their removal. If you wish to pursue this subject 
further let me commend to your notice the discus¬ 
sion on this subject which took place at the Surgical 
Society of Paris in 1899. Various opinions were 
expressed so far as the details of this operative 
procedure were concerned, but on one point 
practically everyone was agreed, viz. that under 
no circumstances should both testicles be removed 
for the relief of tubercular disease which had in¬ 
vaded them. 

If we accept the pathological evidence which I 
have laid before you it is clear that tubercle of the 
epididymis, after it has invaded the lumen of the 
vas, when it spreads at all will do so by the mucous 
tract, and if it does so it will' reinfect the prostate 
and perhaps spread to the bladder. If this view 
of the pathology of urinary tuberculosis is correct, 
all that is required to check the progress of the 
disease at this stage if we are early enough in the 
field is to perform the operation of epididymectomy, 
by which means the continuity of the mucous tract 
that reaches from the testicle to the prostate is 
severed, and the tubercular material, which is 
already in the testicle, is given a chance to become 
encysted and therefore harmless to its possessor. 
But what if this happy result should not ensue. It is, 
of course, quite possible, and, indeed, certain, that 
in a limited number of cases the tubercular lesion, 


if it has not been completely removed by epididy¬ 
mectomy, will not become encysted, but may 
further invade the testicle, break down, and cause 
a tubercular abscess of that organ to ensue. If 
this should occur, it is clear that the testicle should 
be incised and scraped and encouraged to heal up, 
leaving as much of it as possible intact. If one 
testicle is severely involved and the other but 
slightly so, the surgeon may deem it wiser to 
remove the worst one and leave the other to 
pour its internal secretion into the body. Occa¬ 
sionally it happens that the second follows suit, 
and may be so completely destroyed by the disease 
as to render its entire removal a necessity. This 
however, rarely occurs. There can be no question 
that epididymectomy effects in some cases a com¬ 
plete cure. The disease is arrested, and if the other 
testicle and epididymis remain healthy the sexual 
function may be retained unimpaired. 

Some years must elapse, however, before any 
guarantee can be given that some other portion of 
the urinary tract may not become the seat of a 
tubercular lesion such as has occurred in the 
patient who forms the subject of our lecture 
to-day. 

If either kidney is involved, there can be no 
question of the propriety of its removal, provided 
of course that the opposite one is capable of taking 
on the. work of the two organs. 

Supposing, however, that the urinary tuberculosis 
breaks out in another direction, and involves, say, 
the prostate and bladder, let us consider for a 
moment the probable route of infection, and discuss 
the treatment that is most likely to prove effective 
in checking its further progress. 

The modes of infection of the prostate we have 
already referred to; but if you will reflect for a 
moment you will easily realise that are-infection of 
the prostate through the mucous tract is a far more 
serious matter than its original blood infection 
was. 

The glandular arrangement of the prostate may 
be compared to a sponge, and once the tubercular 
virus has reached the mucous aspect of the prostate 
it may easily find a resting-place where it can mul¬ 
tiply in ease and comfort, and from which it cannot 
be easily washed away. Thus ensconced, it may 
spread back along the mucous membrane to the 
bladder, and infect that organ as well, and likewise 
to the vesiculae seminales. 
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What evidence shall we get that all this is taking 
place ? To answer this question I must call your 
attention to the analogy of other cases, and relate 
to you what a careful examination with the cysto- 
scope will show us, and how much we may learn, 
when we are able to keep such patients under 
continuous observation, by making a rectal exami¬ 
nation with the finger at intervals in the course of 
their disease. 

Several years back I came across a patient, whose 
history I will briefly relate to you. He was aet. 33 
years, and had suffered from phthisis, for which he 
had been judiciously treated by residence in the 
high Alps for two winters, and by a sea voyage, 
coupled with plenty of fresh air, and he had led a 
more or less open-air life ever since. He came to 
see me because of some irritability of the bladder. 
He had been married for eight years, and had three 
children. I examined his testicles, and found a 
small nodule in the right epididymis, which was 
presumably tubercular in character. He was un¬ 
aware of it until it was pointed out to him. I 
made a digital examination of the prostate per 
rectum, and could detect nothing abnormal in it 
or in the seminal vesicles. 

A careful cystoscopic examination was then made 
of the whole interior of the bladder. There were 
several small inflamed patches, particularly at the 
base, which were closely adjacent to the blood¬ 
vessels, and which I had no doubt were tuber¬ 
cular. 

The patient was well aware of the fact that he 
had suffered from lung tubercle, and was anxious 
lest the disease should break out elsewhere. I 
informed him that in all probability his symptoms 
were the result of a further tubercular infection, 
and the following treatment was carried out; He 
was injected with Koch’s new tuberculin 
mgrm. weekly, and lived.practically in the open air, 
sleeping with the windows wide open. His appe¬ 
tite was good, and he took a fair amount of 
exercise, playing golf and riding on horseback. 

After three or four months his frequency of 
micturition disappeared; he took the tuberculin 
less frequently, and before six months had elapsed 
had dropped the use of it entirely. 

An examination of the rectum revealed nothing 
abnormal, but a cystoscopic examination of the 
interior of the bladder revealed one or two red¬ 
dened patches of mucous membrane, fewer in 


number, but more marked than on the previous 
occasion. 

After a few doses of tuberculin his symptoms 
again disappeared. 

Some twelve months later he again appeared, 
not because he had suffered from any further 
symptoms, but just to show himself. Then for 
the first time his prostate exhibited signs of hard¬ 
ness to the finger. The small nodule in the 
epididymis, which had been observed on the 
occasion of his first visit, was still in statu quo . 

Thinking it possible that the nodule in the 
epididymis might be a source of infection I advised 
its removal, and it proved to be tubercular in 
character. 

It is now nearly five years since I first saw 
the patient. He takes a few doses of tuberculin, 
.j jjo o mgrm., on two or three occasions each year, 
and remains free from symptoms, but the lump in 
his prostate is, if anything, slightly larger, and the 
inflamed patches of mucous membrane of the 
bladder are clearly visible with the cystoscope, 
though he is unaware of their existence. It is 
difficult to say what will be the ultimate result of 
this condition. Will the patient overset the tubercle, 
or the tubercle upset the patient? I will not 
venture to predict. One thing is clear—he has 
been living for some years in comparative comfort. 

It is impossible to discuss this subject more 
fully to-day, but I think I have said enough to 
enable you to understand the general course 
of tubercular disease of the urinary tract, and to 
realise that its prognosis is not by any means so 
absolutely hopeless as perhaps you may previously 
have imagined. 
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Action of Salvarsan on Nerve and Muscle. 

—Joseph’s experiments show that salvarsan is a 
comparatively inactive drug when applied directly 
to nerve and muscle tissue of the frog. In per¬ 
fusion experiments with alkaline solutions, no 
detrimental action whatever was to be seen either 
l on direct or indirect irritability. In bathing experi¬ 
ments, in which the concentration of salvarsan in 
the various solutions was surely much higher than 
that in which it reaches the peripheral tissues in 
S the human subject through the circulation, the 
loss of irritability occurred only after a long period 
of exposure to the drug.— Journ. A. M. A ., vol. lvi 
No. 24. 
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SOME COMMON AFFECTIONS OF 
THE GENITO URINARY SYSTEM 
IN CHILDHOOD. 

A lecture delivered at the Hospital for Sick Children 
Great Ormond Street, 

By ROBERT HUTCHISON, M.D., F.R.C.P., 

Physician to the Hospital, and to the London Hospital. 


Gentlemen, —In the present lecture I propose to 
i deal with some of the commoner affections of the 
genito-urinary system in children, but shall refer 
; to such features of these affections as are common 
' both to children and adults. 

It is usual when describing diseases of the 
urinary system in childhood to begin by pointing 
out some respects in which the urine in childhood 
differs from that of adult life Such differences 
may be summed up for clinical purposes in the 
statement that the child's urine is paler, of lower 
gravity, and relatively less acid than that of the 
grown-up person. It would be of some importance, 
however, to be able to tell you the amount of 
urine secreted daily at different ages, but I find 
that to be impossible, for if you refer to the 
figures given by different authorities on the subject 
you will discover such discrepancies as to make 
their estimates of little value for clinical purposes. 
Perhaps the estimate arrived at by Dr. Still is as 
good as any other, and has the advantage of being 
easily remembered, viz. that after the age of four 
the age of the child in years multiplied by two and 
a half gives the average amount of urine in ounces. 
Below the age of four, however, the secretion is 
relatively greater than this, because of the more 
fluid character of the diet. 

I have occasionally had children sent to me 
because they were supposed to be passing too little 
urine, but I have always found on investigating 
such cases that the amount secreted was not really 
less than the minimum average for that age. 
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Every now and then, however, you will meet with 
cases in which no urine is passed at all for some 
hours, and in which the bladder also remains 
empty. These are cases of true suppression or 
anuria. The cause of this condition is quite 
obscure, but it need occasion you no alarm, for it 
never lasts longer than twenty-four hours, and 
usually a hot bath and a dose or two of spiritus 
etheris nitrosi is sufficient to re-start the secretion. 
The opposite condition— polyuria —may also occur 
without apparent reason for brief periods, but when 
continued should make you think of diabetes 
mellitus or insipidus. 

Not unfrequently children pass uric acid gravel. 
I have told you in a previous lecture that the pain 
caused by this may closely simulate that of intestinal 
colic, but that the condition can usually be recog¬ 
nised by the detection of grains of uric acid sand 
on the napkins. The indication in these cases is 
usually to reduce the amount of food, and always 
to administer citrate of potash liberally. 

At other times a condition is met with which 
one can only describe as “ uric acid storms.” 
These may occur in infancy, but are perhaps 
commoner in children about three to four years 
old. They often take place at very regular 
intervals, exhibiting a decided periodicity. The 
occurrence of the “storm” is heralded by a day 
or two during which the child is pale, languid, and 
generally “out of sorts.” There may also be an 
ethereal odour in the breath, and the stools may 
be pale. These symptoms are followed by an 
attack of violent screaming, and some hours later 
gravel is passed, or it may be noticed as a deposit 
in the urine without there having been any signs 
of pain. 

The pathology of these cases is obscure, but I 
strongly suspect that they are in some way due to 
a functional disorder of the liver, and are closely 
allied to other periodic affections, such as migraine, 
“food fever,” cyclical vomiting, and so-called 
“ bilious attacks.” Like these disorders, too, they 
are most successfully treated by cutting down the 
carbohydrates in the food —not by reducing the 
proteins, c.g. meat, as is often done—and by the 
regular use of an “hepatic” aperient, such as 
rhubarb and grey powder. In addition, of course, 
citrate of potash should be given freely during the 
attack. 

Another disorder which may be due to the pre¬ 


sence of uric acid crystals in the urine, or to 
excessive urinary acidity, is what is called vesical 
- spasm. It may closely simulate vesical calculus, 
j I remember a medical friend of mine in the 
I country ringing me up one morning on the tele¬ 
phone to ask my advice about a surgeon to whom 
| to send one of his children, because he believed 
the child to be suffering from stone. On asking 
the grounds for this opinion, I was told that there 
was at times great pain and strangury on micturi¬ 
tion. I advised that before a surgeon was consulted 
the child should be given a course of citrate of 
potash and hyoscyamus. This was done, with the 
result that the symptoms quickly disappeared. 
That was a case of vesical spasm. Of course* 
calculus is not very uncommon in children, too* 
but as its symptoms and the methods of diagnosing 
it are the same as in the case of adults, I need 
not say anything more about it, except to point 
out that sometimes the chief symptom is incon¬ 
tinence, and that when a child suddenly develops 
enuresis calculus is always one of the things ta 
think of. I recall, for instance, the case of a little 
girl whom I saw many years ago, who was brought 
to the hospital for incontinence along with some 
symptoms of cystitis. On sounding the bladder we 
found a large stone, which we were able to extract 
by dilating the urethra, with immediate relief to all 
her symptoms. 

Infection of the Urinary Tract. 

I wish now to turn to a totally different subject r 
namely, infections of the urinary tract in childhood\ 

1 by which one means for practical purposes infec¬ 
tion by the Bacillus coli. Now when the Bacillus 
coli finds access to the urinary tract one of four 
conditions may result: (i) A simple bacilluria: 
(2) cystitis; (3) pyelitis; (4) suppurative neph¬ 
ritis. Or these may occur in various combinations. 

(1) Bacilluria alone gives rise to few symptoms. 
There may be some disturbance of the general 
I health, but nothing very definite, and the con- 
j dition can only be diagnosed by an examination of 
the urine, which is opalescent and does not clear 
on filtering. It usually remains acid—for the 
Bacillus coli } as you know, does not split up 
urea—but has often a peculiar fishy odour. Micro¬ 
scopical examination shows it to be swarming with 
bacteria, which on culture prove to be the Bacillus 
coli. 
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(2) The symptoms of cystitis due to Bacillus | 
coli I need not describe to you in detail, as they I 
are the same as those of any other cystitis except 
that the urine remains acid unless a secondary 
infection takes place. 

(3) Bacillus coli pyelitis is met with in its most 
striking form in young infants, much more fre¬ 
quently, so far as my experience goes, in girls. 
The constitutional symptoms are much more pro¬ 
nounced than the local, and may quite overshadow 
the latter. They consist in high irregular fever, 
the temperature often running up and down in the 
wildest manner, and often there are rigors. In 
spite of the fever the general health may remain 
surprisingly good, but there may be some signs of 
collapse when a rigor occurs. Such a case may i 
be difficult of diagnosis if your mind is not open 
to the possibility of pyelitis, but if you only think 
of that possibility there is usually no difficulty, and ! 
on inquiry you will generally find that there is 
some frequency of micturition, probably accom¬ 
panied by more or less pain, and that the water j 
has been noticed to be thick. Bacteriological 
examination will set all doubts at rest. The moral 
is that in all cases of fever of doubtful origin in 
childhood one should examine the urine for 
Bacillus coli. 

(4) Suppurative nephritis is fortunately a rare 
result of an infection, and is usually, perhaps 
always, fatal. It is distinguished by the ordinary 
signs of an acute nephritis, and is usually asso¬ 
ciated with evidences of pyelitis or cystitis as well, j 

The prognosis in cases of infection by the 
Bacillus coli is on the whole favourable, but cases 
are often very obstinate to treat. It is not usually 
difficult to get rid of the constitutional symptoms, 
but to banish the bacillus from the urine altogether 
is by no means an easy matter, and it is apt to 
persist off and on for long periods. Death also 
sometimes results. Thus Dr. John Thomson found 
that out of twenty-four cases of Bacillus coli 
pyelitis in infancy three died, and out of sixty cases 
at all ages treated recently at Great Ormond Street 
Hospital six proved fatal (Jeffreys). 

You may now ask, How does the Bacillus coli \ 
get into the urinary tract at all ? This question 
has not yet been definitely settled, but there are 
three possibilities. (1) Infection might be by the 
blood-stream, the bacilli being excreted by the 
kidney. There is reason to believe that this rarely 


occurs. (2) The infection might be from below 
upwards, the bacilli getting up the urethra. This 
view has been widely held, and the alleged greater 
frequency of cases in girls has been believed to 
support it, the idea being that the short female 
urethra is more easily traversed. (3) Infection 
might be direct from the bowel to the kidney. 
Investigations made at the Children’s Hospital 
tend to show that this is the usual route of infec¬ 
tion, the bacilli passing direct from the ascending 
colon to the right kidney, the transference being 
perhaps favoured by some damage to the mucous 
membrane of the bowel. 

In some cases, at least, a diseased appendix 
which was adherent to the kidney has afforded 
the means of infection. 

Seeing that the bowel is the primary source of 
the organisms in all cases of Bacilli coli infection 
of the urinary tract in children, one obvious part of 
treatment must always be to disinfect the colon as 
far as possible. This can be done by the use of 
large enemata, and I have faith also in the use of 
calomel in doses of T V gr. two or three times a 
day, although I do not believe much in other so- 
called intestinal antiseptics. If there be any 
reason to suspect disease of the appendix, that 
organ should be removed. The rest of the treat¬ 
ment must depend to some extent upon the special 
site of the infection. If there be cystitis, washing 
out of the bladder by the injection of iodoform 
emulsion is useful. In cases of pyelitis I have 
found great benefit from the use of citrate of 
potash in large doses. It is almost a specific in 
the cases of coli pyelitis in infants, but it must 
be given freely and one must go on increasing the 
dose until the urine is alkaline. Surprisingly large 
quantities are sometimes necessary to effect this, 
15 gr. three or four times a day being none too 
much in many cases. So soon as the urine is 
alkaline the temperature and other constitutional 
signs usually subside in the most dramatic fashion. 

In older children the alkaline treatment is not 
so successful but is always worth trying, and the 
use of urotropin may be combined with it. 

The same measures are applicable in the cases 
of pure bacilluria. 

In chronic obstinate cases of all forms the use 
of a vaccine, preferably prepared from the urine 
of the patient, is always worth trying, but I would 
warn you not to expect too much from it. It is 
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true that the constitutional symptoms are some- j 
times improved, but it is exceptional to find that the : 
vaccination causes the bacilli to disappear alto¬ 
gether from the urine. They are apt, indeed, to 
persist, or to keep on coming and going in the 
most aggravating way, and in that case all you can | 
do is to get the child’s general health into as good 
a state as possible—to which end change of air ' 
is often a great help—and then to trust to time. 

Functional Albuminuria. 

I may now pass on to consider some of the 
commoner affections of the kidney in childhood, i 
and first of all I may say a word about functional 
albuminuria . This condition — also known as 

physiological, orthostatic, cyclical, postural, or 
intermittent albuminuria—is, as you know, one 
which has given rise to much discussion. I do not 
propose to attempt to deal at all fully with the 
many interesting points which have been raised 
with regard to it, but I would only say that there 
can be no doubt (i) that such a condition really 
exists, (2) that it passes off without apparently 
leaving the kidney in any way damaged, and 
(3) that it is of no serious significance. The con¬ 
dition is not really a disease in itself, but merely a 
symptom, and is especially met with in children 
who suffer from that state of ill-health which I 
have dealt with fully in a previous lecture under 
the title of “ mucous disease.” 

The important question, of course, is how to tell 
this form of albuminuria from that of genuine 
nephritis. Much has been written on this subject, 
but the chief points of distinction appear to be 
(1) that functional albuminuria is not present when 
the child first gets up in the morning, but only 
comes on after he has been going about for an hour 
or two ; (2) that granular casts are never present, j 
although the hyaline variety may be. I have 
observed, too, that in cases of functional albumin- | 


urine in these cases, but the most convincing is 
that which attributes the symptom to alterations 
in the vascular tension in the kidney when the 
erect posture is assumed. 

The suggestion has been recently put forward 
that the occurrence of the albuminuria is the 
result of a lessened coagulability in the blood, and 
it is said that it can be made to disappear by the 
administration of calcium lactate. I cannot say, 
however, that I have found this happen in the few 
cases in which I have tried it, and I am rather 
sceptical about this theory. As regards the 
treatment of these cases, I believe the only thing to 
be done is to attend to the general health on the 
lines laid down in the lecture on “mucous disease,” 

] to which I have already referred, and to leave the 
1 albuminuria to look after itself. 

As I have dealt with hcematuria in another 
lecture, I may now go on to say a few words on 
the subject of nephritis. 

Nephritis. 

In childhood one has to deal, for practical 
purposes, with only two varieties of inflammation 
of the kidney : (1) acute nephritis, and (2) chronic 
parenchymatous nephritis. It is true that the 
chronic interstitial form does occur, but it is so 
rare as to be almost a curiosity. 

Acute nephritis presents two varieties—tubular 
and glomerular. The recognition of these is of 
importance, not only pathologically, but clinically 
as well, for the glomerular form has a much better 
prognosis than the tubular. 

Which form of nephritis is produced depends, 
apparently, upon the poison at work. Some toxins, 
notably that of scarlatina, seem chiefly to affect 
the glomeruli; others, such as the diphtheritic, the 
tubules. Scarlatinal nephritis is therefore a less 
severe affection than most other forms of renal 


uria the urine usually gives a very definite cloud inflammation. 


In addition to the two “acute 


on the addition of acetic acid in the cold alone, 
whereas this does not happen in cases of organic 
albuminuria. This point has not received much 
attention, but I believe it to be worth noting. It 
means, I suppose, that the protein present in the 
u functional ” cases is not all true serum albumin, 
or globulin, but is in part a mucin or nuclein com¬ 
pound. Many theories have been advanced to 
explain the cause of the passage of albumin into the 


specifics ” already mentioned, nephritis may more 
rarely follow measles, chickenpox, whooping- 
cough or even German measles, but in a large 
number of the cases met with in practice you will 
find it impossible to say what the cause has been. 
Many of these cases are attributed by the mother, 
r ightly or wrongly, to chill, but I believe that in a 
certain number of them the poison finds access to 
the body through the throat. At all events there 



The Clinical Journal. ] 


DR. HUTCHISON. 


[July 12,1911. 213 


can be no doubt that nephritis may follow upon an 
acute tonsillitis. 

The symptoms of acute nephritis are so well 1 
known that I need not dwell upon them. (Edema 
is often the first thing noticed, but here I would 
warn you that oedema in children does not | 
necessarily mean nephritis. There is a form of I 
oedema sometimes spoken of as toxic or essential | 
(edema , met with in young children suffering from 
chronic diarrhoea, which closely simulates the 
oedema of nephritis, but in which there is no | 
other evidence of renal disease. Its exact mode 
of production is unknown, but it is not necessarily 
of serious omen, and I have often known recovery | 
follow even when it has been present to a marked 
degree. On the other hand, you must remember 
that although oedema in children does not always 
mean nephritis, ?iephritis may occur without oedema m 
This is specially the case in little babies, and for 
that reason nephritis is apt to be overlooked when ! 
it occurs as a complication of some other disease ] 
in early life. 

The prognosis of nephritis in children is much 
better than in adults, and complete clearing up— 
or apparent clearing up—of the inflammation is 
fairly common, especially, as I have already told 
you, in the glomerular form. One reason why acute 
nephritis cases do so much better in early life no 
doubt is that there is rarely, if ever, a chronic 
nephritis at the back of the condition on which the 
acute inflammation has supervened—a state of 
things which, as you know, is not uncommon in adults. 

Even when acute urcemic symptoms have super¬ 
vened—usually in the form of convulsions—the 
prognosis is not necessarily bad, for under prompt 
treatment by hot packs and transfusion these may 
pass off and all go well. 

In the treatment of acute nephritis in children, 
the most important thing is to keep the patient as 
long as possible in bed. I have often regretted letting 
a child with nephritis get up too soon, but never 
having kept it long at rest. The diet at first should 
consist of milk only, but when the acuter symptoms 
have passed off farinaceous foods may be added, for 
one must take care not to starve the patient. 
Medicines are not of much help, but a mild saline 
diuretic may be given, and to this, if there be much 
dropsy, a little digitalis may often be added with 
advantage. Hot packs are also of great service in 
keeping up a free action of the skin. 


Under this treatment the urine either clears up 
completely, or the condition becomes chronic and 
the child is left anaemic and more or less dropsical 
with a considerable amount of albuminuria. When 
this happens one has to deal with chronic parenchy¬ 
matous nephritis , which is a very troublesome con¬ 
dition. Such a case, it is true, may drag on for a 
long time >vith more or less albuminuria, but sooner 
or later it is apt to prove fatal. 

The treatment of the disease when it has reached 
this stage is very unsatisfactory, and I know no class 
of case which is more disheartening to manage. 
So long as there is much dropsy the child must be 
kept in bed, and this may mean months. Diuretics 
seem to have little effect in removing the dropsy, 
though digitalis is sometimes helpful, and a salt- 
free diet will often do much. Such a diet is not 
difficult to construct out of milk, farinaceous foods, 
and fruit with bread, biscuits or scones baked with¬ 
out salt. When the dropsy has disappeared one 
must be careful not to over-diet, and the mere 
presence of albumin is certainly no bar to the 
moderate use of even red meats. It is easy to 
retard recovery by too great zeal in sparing the 
kidney. 

A curious phenomenon which often occurs in 
these cases is spontaneous diuresis. The child may 
be quite water-logged and the dropsy have failed 
to respond to all treatment when suddenly a great 
flow of urine sets in and all the fluid drains away 
in two or three days. Only too often, however, it 
returns, and such spontaneous diuresis may recur 
several times in the course of the case, and should 
it happen to set in shortly after a new diuretic 
mixture has been exhibited the mixture is very apt 
to get the credit. 

For the ancemia which is always present in cases 
of chronic parenchymatous nephritis iron is useful, 
and may be given either in the form of liq. ferri 
acetatis combined with acetate of potash or in the 
old combination of sulphate of iron and sulphate 
of magnesia if it be desired to act upon the bowels. 
The use of iron seems not only to lessen anaemia 
but to favour the restitution of the kidney epithe¬ 
lium, and is therefore actually curative. When all 
the symptoms have disappeared but some albumin 
is still present in the urine change of air to a mild, 
dry climate is often helpful. 

Vulvo-vaginitis. 

I wish now to say a word or two about chronic 
vulvo vaginitis in childhood, which is by no means 
an infrequent affection, especially in patients of the 
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hospital class. There are two forms of it—the 
simple form in which pyogenic organisms are 
the cause, and the gonorrhoeal form which is due to 
the gonococcus. The latter appears to be the 
commoner. The view long held that vulvo-vaginitis 
belongs to the “ strumous ” order of diseases and is 
a sign of general ill-health is, I believe, erroneous. 

It appears to be really a purely local affection 
requiring local treatment. The gonorrhoeal variety 
is horribly contagious, and if introduced into a 
ward may spread round it like wild-fire in spite of 
stringent precautions. On the other hand it is a 
peculiar fact that it rarely leads to other gonorrhoeal 
complications, such as blepharitis, arthritis or | 
salpingitis. 

Treatment of vulvo vaginitis must be thorough 
and energetic. 

In simple cases the parts should be thoroughly 
irrigated two or three times daily with an antiseptic 
solution (saturated boric acid or i : 5000 per- 
chloride). The solution should be applied with a 
syringe or a swab, and gauze soaked in it may be 
left in contact'with the mucous membrane. The 
surrounding skin should be protected by white 
precipitate ointment (5 gr. to the ounce). In the 
more severe cases silver solutions (1 to 5 per cent. | 
protargol or argyrol) may be used instead of the 
above lotions. Suppositories containing 1 i gr. of ' 
salol in cocoa-butter may be introduced into the . 
vagina two or three times daily. General clean- 
liness should be strictly observed, and the use of 
a sulphur bath every other night is often helpful. 

In the gonorrhoeal cases treatment must be even 
more energetic. As I have already told you, this 
form of the disease is highly contagious, and the 
patient should therefore be strictly isolated and 
the utmost care taken to prevent the carrying of 
infection by napkins, washing utensils, sheets, etc. 
All such articles should be thoroughly disinfected 
before being washed. The local treatment is the 
same in principle as that employed in simple cases, 
but stronger antiseptics are required (e.g. per- 
chloride 112000, protargol 5 to 10 per cent., argyrol 
5 to 25 per cent.). A diaper or pad should be 
worn to prevent the child carrying infection to the 
eyes. Quarantine should be continued for some 
time after all organisms have disappeared from the 
discharge. 

In obstinate cases of either form the use of 
vaccines may prove helpful, prepared for choice 
from cultures obtained from the discharge. In 
the gonorrhoeal variety this treatment has often 
given good results, even where a stock vaccine 
is employed. In the case of a child six months 
old one may begin with an injection of 50 
millions, which is repeated every fifth day, the 
dose being increased by 10 millions each time. 
After 5 injections have been given the interval 
may be extended to ten days. 

July 10 th, 1911 . 
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Ladies and Gentlemen, —Surgery has advanced 
greatly in the last twenty years, and in no depart¬ 
ment of work has the advance been more marked 
than in the treatment of fractures. Our ideal is 
to restore the bone to its previous integrity, to ana¬ 
tomical as well as to physiological perfection. There 
is no name more closely associated with the modern 
treatment of fractures than that of Arbuthnot Lane. 
Mr. Lane has taught us a great deal of what is 
soundest in the advanced treatment of fractures. 
This advance has been made possible by asepsis 
and also by radiography. We diagnose fractures 
now by the skiagram even more than by our physical 
examination. It has fallen to my lot to have had 
a large experience of fractures during the past 
fifteen years, not only having had to treat accidental 
fractures, but having been regularly in the habit of 
making fractures in order to cure deformities, espe¬ 
cially severe genu varum from inward curving of the 
femur, or of the tibia and fibula ; and I have been 
struck by the happy after-operative course that the 
patients experience when the fragments after these 
operations are securely fixed together. In correct¬ 
ing a curve in a long bone, for instance, I chisel a 
wedge of the angle that I know I shall require to 
cut about three quarters through the shaft of the 
bone and then divide the remaining third by a wire 
saw, and in such deformities I drill holes, one and 
sometimes two on either side, before I complete 
the division of the bone. After completing the 
division I pass and screw up stout silver wires. 
The only splints I require after that are a simple 
malleable splint to place at the back and another 
at the outer side of the limb; both stop short of 
the knee, so that there is no stiffness of the knee- 
joint afterwards. Where the femur is divided 
above the middle the outer splint is moulded to the 
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side of the pelvis to fix the hip-joint. The patients 
have no pain and no discomfort after the operation. 

That type of operation I have done many times 
during the past fifteen years, and I have not had 
an accident or suppuration in any instance. This 
experience has familiarised me with the open treat¬ 
ment of fractures when such treatment is called 
for. With regard to fractures of the femur I have 
often been struck by the fact that patients are often 
miserable from feeling their limbs to be helpless 
and uncomfortable ; they have a feeling almost of 
humiliation added to a varying degree of physical 


instance I may quote a case that I brought to the 
notice of some of you at a clinic here some six 
months ago: a case of local myositis ossificans 
following a simple fracture of the neck of the 
radius. A man, aet. 35 years, when playing polo, 
was pitched off his horse, and fell probably on his 
hands and broke the neck of his radius. He had 
a good deal of pain with it. At the end of three 
weeks the pain was rather worse than it was before 
and the elbow was very stiff. In India he con¬ 
sulted a distinguished surgeon, who cut down and 
removed the head and part of the neck of the 



Fig. 1 —Traumatic myositis ossificans following simple fracture of the neck of the radius. 


pain. But as soon as such patients recover from 
the anaesthetic after the fragments have been firmly 
fixed together they experience a sense of relief and 
hopefulness because they feel their limb is more 
itself again. I am sure that the modern treatment 
of fractures does a great deal to alleviate suffering, 
as well as doing a great deal to restore complete 
health and activity and also labour value, one may 
say, to the patients. In operating I usually find 
that by drilling and wiring as indicated above I 
can fix the bones securely and in good position 
through an incision on the outer side of the limb. 

We cannot always be perfectly secure about any¬ 
thing in life, not even about a simple fracture when 
treated in the most conservative way. As an 


radius that was detached. Neither the pain nor 
the stiffness were improved, and he consulted 
| a series of doctors and finally came to Europe. 
He was then seen by a continental surgeon, who 
found that a mass of callus had formed as a great 
l bridge from the ulna to the humerus. The 
surgeon, by dissection, freed the soft parts from 
this bridge of callus, of which he removed an inch 
or more from the middle part. When I saw the 
patient a few weeks after this operation he had 
regained a little movement of the elbow\ The 
surgeon had recommended him to have a course 
of fibrolysin injections. The question put to me 
was whether he should have these injections or 
not. I told him that as he had taken the surgeon’s 
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advice so far he might complete his allegiance and 
try the fibrolysin. He did so, but it made no 
difference. At the end of three weeks the bridge of 
bone had been re-formed.* I can only hope that 
none of us may be called upon to treat such a case 
in the first instance. Had this fracture been cut 
down upon and wired in the first instance I do 
not know whether the result would have been any 
better, but it could not have been worse. We 
have to remember this condition of traumatic myo¬ 
sitis ossificans that may possibly follow fracture, 
and if it should happen that we have cut down and 
operated on the fracture it will be in spite of our 
operation, not in consequence of it, although we 
might find it difficult to persuade the patient of 
this fact. 

In all open operations we are extremely careful 
with our methods of antisepsis and asepsis:— 
wearing of gloves, the use of instruments and the 
avoiding of unnecessary manipulation of the tissues. 
We are so well drilled in the details now that the 
results of open operation are, I was going to say, 
uniformly satisfactory. We have to be particularly 
careful in operating upon bone because an infected 
bone is a dreadful thing, and. the infective 
organisms may remain in a bone without show¬ 
ing evidence of their presence for a long time until 
we think they are all gone. Then we venture on 
a second operation and the whole inflammatory 
process breaks out again. When dealing with bone 
it is very easy to tear the gloves, and we must be 
very careful to sterilise our hands before putting 
gloves on, and to use instruments as far as possible 
instead of grasping the tissues with the hand. 
With these preliminaries I will come to the subject 
proper, and that is, to speak of the treatment of 
certain fractures. 

With a simple fracture of the olecranon, some¬ 
times across the narrow waist of it, sometimes 
between the olecranon and the shaft, I need not 
detain you at all. We are all in the habit of 
fixing that in some way or another. I fix it by one 
encircling wire, and I have done so for many 
years. It may also be fixed with plates, and I have 
no doubt that one way is as good as the other, 
but having tried wire for so many years and always 
finding it answer I have not had occasion to 
change it. Two holes are drilled, one transversely 
through the base of the shaft, and the other 

* This fact was established by skiagram. 


| through the fragment; through these holes one 
wire is passed, twisted, and the ends hammered 
down—quite a simple matter, 
j On one occasion I made a. fracture of the ole¬ 
cranon in order to get at the interior of the elbow- 
joint. That was the case of a young woman, and 
for a stiff elbow that had been steadily massaged 
i for a year or more without any improvement. The 
| skiagram showed that a portion of the head of the 
radius had been broken off and was lying at the 
j front of the joint pushing the capsule forwards. I 
did not see how I could get at the fragment except 
| by cutting through the olecranon with a chisel and 
flexing the joint. This done, the fragment was 
! easily removed. We began slight movements of 
| the elbow on the third day and the patient regained 
i complete use of her elbow-joint. Here was a case 
of partial fracture of the head of the radius and the 
■ radiography alone enabled the diagnosis to be 
made. 

j I had an instance of another kind of fracture. I 
! described it in the Clinical Journal many years 
ago. The patient was then about seventeen. She 
* has since married and has some children : her 
| elbow works perfectly well. It was a T-shaped 
j fracture in the joint. The patient fell from a 
bicycle and had a very severe fall, and the doctor 
1 who helped her up in the street told her she 
would probably never have the use of the elbow 
again. In that sort of fracture one can only get 
access by going through the triceps. We have to 
remember the position of the ulnar nerve on the 
inner side. I generally make an incision over the 
outer part of the triceps and convert that into a 
| T-shaped incision by a branch passing inwards 
1 across the triceps when it is necessary to expose 
the whole posterior surface of the bone. In this 
, instance 1 put in wires—I think three of them— 
j and fixed the fragments together. The bones were 
fairly hard—the girl being seventeen or eighteen 
! years of age. At the present time, in a similar 
case I might use one of Mr. Lane's three-armed 
I plates with small screws ; the thread of the screws 
’ extends right up to the head so that every piece of 
the screw bites, and they do not need to go very 
far into the bone. 

I will now speak of another fracture—separation 
of the internal epicondyle. The fragment that is 
separated is a little triangular piece of bone that 
I one might think of little importance, but the results 
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of its separation are very striking. The fragment 
may be pulled downwards nearly two inches by 
the muscles, and the inner aspect of the elbow- 
joint is then in a miserably unprotected state. In 
operating these cases you will see the inner edge 
of the trochlea with nothing covering it except, 
perhaps, a little scar-tissue that has formed in the 
process of healing. Recently I had an example in 
a boy about thirteen years of age. The little finger 
and the ring finger were contracted and paralysed, 
though sensation was quite normal. In this case the 
fracture had been done some years previously. I cut 
dow T n and found the ulnar nerve surrounded by scar- 
tissue, which I divided. But I could not bring up 
the condyle to fix it in its natural place. I had to 
fashion an internal lateral ligament from the fibrous 
tissue below the joint, and attach its upper end to 
the periosteum of the humerus. When I saw the 
boy the day after the operation I was astonished to 
find that he could move the ring and little fingers 
voluntarily. And so for all this long time, a period 
of some years, the strangling effect of the scar- 
tissue around the ulnar nerve had been sufficient 
to prevent the motor function of the flexor muscles 
supplying these two fingers. The effect of freeing 
the nerve from the pressure was to restore the 
motor function at once. And I have no doubt 
that by using a little apparatus I gave him to wear 
at night it would lengthen the shortened muscles so 
that the flexed position of the two fingers would 
diminish. 

Almost at the same time that this boy was in 
hospital there came another with a recent separa¬ 
tion of this same little process of bone. This was 
a boy about six years of age, and therefore the 
bone was very soft and any wire might have 
cut through and a screw would not have held, and 
so I simply fixed the condyle with a thickish silk 
suture. Not infrequently a silk suture does better 
than either a wire or a screw. This was an instance 
where the bone was friable, and we should have 
made two or three fragments out of one, instead of 
fixing the one in its place, had we used any more 
rigid material. The silk suture answered perfectly, 
and the boy left the hospital in a few days, and 
with a little massage for a fortnight afterwards the 
functions became quite normal. So that these two 
cases make a contrast. It seems a little thing 
to dwell upon, but the separation of that little 
triangular piece of bone, and its being pulled down 


by the muscles, may cause a greatly weakened 
elbow-joint. 

Next I show you a skiagram illustrating another 
fracture—separation of the external condyle and its 
displacement upwards upon the anterior aspect of 
the humerus. That patient, a boy, ast. 15 years, 
as far as I remember, had a very unsightly elbow- 
joint. I made an anterior incision across the frag¬ 
ment in front of the lower end of the humerus* 
freshened the fractured surfaces, re-fixed the bone 
in position by a silver wire and the result was quite 
a normal joint. 

Here is an example of another and a still more 
serious injury, and not a very common one, but 
one that may let any of us into trouble. This is 
the complete separation of the lower epiphysis of 
the humerus. I see some of these cases when 
they have been—I will not say improperly, but 
unsuccessfully treated. I see them years after¬ 
wards and the joint is then in a very serious 
condition. A few such, by separating the frag¬ 
ments and fixing them with a wire or a plate, 
or a screw, I have been able to restore to 
their normal function. But the epiphysis once 
detached, sometimes so much atrophy takes place 
in the course of five or six years or more that it is 
beyond repair in many cases. Hence the great 
importance of treating the condition correctly in 
the first instance. In some of these cases where 
they happen in babies the muscles are weak, and 
hence the resistance to correction is not very great. 
By flexing the elbow completely one can in some of 
these cases restore the fragments to their proper 
position. I am speaking of children of from two 
to five years of age. Please note that it is not in 
every case that one recommends an open operation 
in fracture where the fragments are shown to be in 
good position by one’s clinical examination and by 
a couple of radiograms, which should be taken in 
two different planes at right angles to each other, 
because what may seem a good alignment in one 
shadow may be seen to be a very bad alignment in 
another. When we find that every requirement 
can be met without an open operation, of course 
we should not think of interfering. But in older 
children, children of four or five years of age, 
it is very often impossible to restore the frag¬ 
ments to their proper relation without giving an 
anaesthetic, and 1 have found that even with a child 
under an anaesthetic I have been unable to get the 
fragments to come into good apposition in this 
particular class of case until I have cut down and 
exposed the fragments. In some cases, to put the 
limb up fully flexed causes the patient a very great 
deal of pain, though a very fair physiological result 
is obtained. In the case of a boy, aet. 7 years, 
whose skiagram I now show you, I decided to cut 
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down and expose the parts through the incision that 
• I mentioned just now. By making the incision at ! 
the outer border of the triceps the ulnar nerve is in 
no danger. In this case I found that I had just to 
nick the triceps through about one half of its 
width and then I saw the whole line of interval | 
between the shaft and the epiphysis. A great deal 
of blood and synovial fluid escaped from the tissues 
and the joint. I fixed the fragments together with 
one rather thin silver wire. I think thin silver wire 
is less apt to interfere with growth afterwards than 
are plates and screws. In this connection let me 



Fig. 2. — Appearance of silver wire eight years after insertion 
as simple loops (indicated at sides) after excision of knee 
for tubercle. The arrows point to fragments of wire far 
removed from their original positions. 


ask your attention to the curious alterations in the 
disposition of wires used to fix bones in the region 
of an ephiphysis, as is well illustrated in Fig. 2 . In 
the case of separated epiphysis the one wire held 
the fragments together comfortably so that the co¬ 
aptation was good all across, and I did not need to 
put in a second wire on the other side of the joint. 
I also found, before putting the wire in, that on 
bending the elbow into the position of full flexion 
the fragments gaped behind. Thus I do not 
believe a fully flexed position in every case does 
give a complete co-aptation of the fragments. In 


this case I put the arm up on a posterior malleable 
steel splint bent to a right angle, with a bar crossing 
the angle at the inner side, and on this splint a few 
turns of bandage held the limb comfortably. The 
boy had not a trace of pain after the operation, and 
two months later the function of the joint was 
perfect. 

To recapitulate, in the transverse separation at 
the lower epiphysis in young children, where the 
parts co-apt easily and allow of flexion of the elbow, 

I think that is the best treatment where the epiphy¬ 
sial portion is chiefly cartilaginous. But in chil¬ 
dren of four and over I think that probably an open 
operation will give better resuks. In some cases 
of children, six or seven years of age, and so on, 
the patients have suffered an extreme amount of 
pain in order to obtain a good functional result, 
and that pain would have been avoided if an open 
operation had been done. 

In fractures of the humerus above the epiphysial 
line we may seem to have a good alignment 
when really there is a twisting out of the axis of 
one or other fragment. So that in many fractures 
of the humerus in the neighbourhood of the elbow- 
joint and of the shaft at some distance from it, I 
am quite sure it is better for the patients if you cut 
down and secure an anatomically perfect junction 
than to leave the fragments to the chance of splints. 

Here is one more skiagram that I have brought 
down to illustrate the importance of having good 
X rays. It should have come at the beginning of 
my lecture, since it illustrates the importance of 
thorough radiographical examination of fractures. 
Looking at it you may at first think there is not 
much wrong. The case is that of a young man who, 
when playing in a football match, stopped the ball 
with his hand, the wrist being hyper-extended. He 
has a certain stiffness in his wrist and inability to 
hyper-extend it. As you see, there is there a rather 
unusual little fracture of the scaphoid, which is 
split into three portions. The patient has a weak 
wrist, because the grasp increases in strength as 
1 the wrist is bent backwards. The only thing to 
do there would be to excise the projecting portion 
of the scaphoid in the hope of restoring to the 
patient the power of bending back the wrist. Up 
I to the present I have not done anything in this 
case, I have simply explained the position of things 
to the patient. The case affords an illustration 
that in every case where dislocation or fracture 
may be present we should insist that the patient 
should have a thorough radiographic examination 
of the joint, or else he should give the doctor a 
letter exonerating the latter from any ill-conse¬ 
quences of this neglect. 

In some cases of separation of the lower epi¬ 
physis of the humerus it is recommended to put 
in screws and a plate, and remove the screws and 
the plate a few weeks after the operation. I 
mentioned, in one of the cases I have brought 


The Clinical Journal.] 


MR. JACKSON CLARKE. 


[July 12, 1911. 219 


before you to-day, that I just put in a thin silver 
wire, because the patients, as a rule, do not like a 
second operation and a second anaesthetic. There 
are certain risks in giving anaesthetics, and second 
operations are best avoided. So that either a silk 
suture or a thin silver suture, I think, might be 
safely left, even where it encircles an epiphysial 
plane. The alternatives, a silver plate and screws 
or a steel staple, would have to be removed in 
such cases. 

The plates that Mr. Lane introduced are suffi¬ 
ciently malleable to be bent, so that where the plate 


them any shape one likes. They are much more 
adaptable than the ordinary wooden splints, 
because with them one can shape them to follow 
the contours of the patient’s limb outside the 
dressing. They do not need to be padded. 

An instance of a case where most surgeons, 
including myself, would have expected to obtain a 
good result without an open operation is illustrated 
by the skiagram, Fig. 3. 

It shows a fracture of the patella by direct 
violence. There are three fragments with very 
little separation. This patient was treated on a 



Fig. 3.—Fracture of the patella into three fragments by direct violence. In this case an operation was 
necessary after the fragments had united, although the separation was but slight. 


does not fit the line of bone where the bone is 
curved, the plate can be bent a little by a wrench 
to follow accurately the contour of the bone. The 
screws are introduced while the bone is held by 
strong forceps. I need not go into detail on these 
points. 

Another point that I would refer to in passing is 
the splinting. We are not independent of splints, 
even when we have fixed up the fragments by an 
open operation. But, as I have already suggested, 
the splints should be of the simplest character, and 
I use simple malleable metal splints. With these 
splints one can obtain sufficient support, and make 


back-splint, and the fragments united readily, but 
the width of the patella being increased three 
eighths of an inch, the patient had so much incon¬ 
venience that I was obliged to operate, and I 
found that the under surface of the patella was 
very irregular, the fragments having united un¬ 
evenly. The result of this operation is all that 
could be desired. 

The compensation of workmen for injury, by 
bringing the results of fractures into prominence, 
is doing much to emphasise the difference between 
efficient and inefficient treatment of fractures. 

July 10th, 1911. 
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A LECTURE 

ON 

ANESTHETICS IN ABDOMINAL 
OPERATIONS. 

Delivered at the Polyclinic, 

By J. BLUMFELD, M.D., 

Senior Anaesthetist, St. George’s Hospital ; Hon. 

Anaesthetist, St. Mary’s Hospital. 

Ladies and Gentlemen,— Nowadays abdominal 
operations of varying degrees of severity are of very 
common occurrence, and anaesthetics in these 
cases play a more important part, both as regards 
the surgeon and as regards the patient, than they 
do in almost any other class of case. As regards 
the surgeon, the improper selection or the mis¬ 
management of the anaesthetic will hinder him in 
a way that is rarely the case in other operations. 
And as regards the patient, the same want of care 
or of knowledge in choosing or in administering 
the anaesthetic will play a greater partin interfering 
with successful and comfortable recovery afterwards 
than is the case in almost any other kind of opera¬ 
tion. As regards the surgeon’s facilities during the | 
performance of his operation, the reason why anaes- | 
thetics in abdominal cases are in an almost peculiar 
position is not difficult to see. In these cases the j 
surgeon is operating in a part which is bounded j 
by muscles which are concerned with the per¬ 
formance of respiration, and with your anaesthetic | 
you are attempting to a large extent to paralyse 
these muscles—that is to say, the muscles which are 
concerned in actually taking in the anaesthetic are I 
the very ones which to a large extent you want to 
put out of court in order to facilitate the surgeon’s ' 
manipulations. You have, in fact, to produce very 
extreme relaxation of the abdominal muscles, 
especially of the recti of the abdomen. There are 
a good many difficulties which may arise tending I 
to prevent your securing this complete relaxation. 
And the first thing to do is to consider, in some 
little detail these particular difficulties, difficulties 
which are almost peculiar to this class of operation. 
It might be supposed that you have nothing to do 
except to achieve a sufficiently deep degree of 
anaesthesia, that if you gave enough anaesthetic you 
would get sufficient relaxation of the abdomen. 


But that is not the case, and very often, in super¬ 
vising students in their administrations, it is not 
that too little anaesthetic is being given which is 
the cause of your interfering with them, but that 
they are giving too much. And really, though it 
may sound paradoxical, it is sometimes because too 
much anaesthetic is being given that you get those 
contractions of muscles which you are especially 
concerned in avoiding. The way in which this 
occurs—and it is interesting and almost peculiar to 
these cases—is because at the same time that the 
student is giving too much anaesthetic he is allowing 
the patient to have too little oxygen—that is to say, 
too little air. Whenever there is any element of 
j asphyxia there is increased liability to muscular 
contraction. And the first class of difficulties 
which arises to prevent your getting relaxation is 
that which is concerned with interference with the 
f proper entry of air to the lungs. And these 
J difficulties are very often almost entirely mecha- 
j nical. They start at the top—that is, in the neigh- 
i bourhood of the mouth and pharynx. Very often 
1 the sole difficulty that is preventing the abdomen 
being nicely relaxed and the surgeon having all the 
ease he desires is the fact that the position of the 
jaw, and therefore the base of the tongue, is not 
properly cared for. Directly you put a little 
obstruction in the air-way you will get contraction 
of the abdominal muscles and extra contrac¬ 
tions of the diaphragm to overcome the obstruc¬ 
tion, but also a kind of straining expiration and 
contractions of the recti which are also engaged 
in overcoming the obstruction in the act of 
expiration. Therefore the* first thing to see to 
when you are giving anaesthetics in abdominal 
cases is that you have an absolutely free air-way so 
far as the upper air-passages are concerned. In 
ninety-nine cases out of a hundred you can easily 
achieve this by simply taking proper care of the 
lower jaw, and usually that is easily effected simply 
by the use of a small prop between the teeth in any 
convenient spot, which you use as a fulcrum on 
which to lever forward the lower jaw. If, however, 
you cannot keep the air-way perfectly free in that 
j manner, the next thing you must try is to keep it 
free by having the mouth a little wider open and 
the tongue somewhat held forward. You may 
j almost estimate the skill of the anaesthetist by the 
I number of times a year he uses tongue-forceps. It 
is only very rarely you ought to need to do it. In 
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a long abdominal operation if you need to hold j 
forward the tongue, the kind of instrument to effect | 
this is Mr. Bellamy Gardner’s little clip, which I will [ 
show you afterwards. If you do not want to use 
that, and your prop is not sufficient, you can use a 
convenient instrument devised by Dr. Hewitt which 
I will show you, known as an artificial air-way, 
which keeps the lips apart and which is so arranged 
that it keeps the tongue down and the soft palate 
up. With that little instrument in position you 
can get a very comfortable air-way such as you 
sometimes cannot obtain without it. Next to the 
obstruction caused by the base of the tongue, you 
will find difficulty arises from straining due to the 
presence of small quantities of mucus. A very 
little quantity of this in the larynx will often cause 
considerable straining, and you may sometimes j 
wonder why your patient is not fully relaxed, until | 
you have swabbed out the pharynx and allowed 
him to cough, and after that everything goes , 
smoothly. There was some obstruction in his 
larynx which was hardly audible, and the evidence 
of it was only the straining effect, and the further 
evidence was supplied by the fact that everything | 
was smooth and the muscles relaxed as soon as 
the larynx was free. Those are two very common 
conditions which interfere with the due relaxation 
of the abdominal muscles. Another difficulty, and 
one which is more <yfficult to combat, is that 
which is sometimes met with in people who are 
the subjects of asthma. These persons, even 
when they are under deep anaesthesia, are liable to 
have a peculiar straining of the recti and of the 
expiratory muscles, and, as far as I know, that is a 
condition in this type of subject which you cannot 
defeat. Fortunately they are not usually people 
with very powerful muscles, and, therefore, the 
straining does not greatly interfere with the surgeon, 
but you will sometimes find it present, and you 
will even be able to diagnose by it that the patient 
is the subject of asthma, though you did not know 
this before. When you know of it beforehand 
you can help yourself to avoid the occurrence of 
this expiratory straining by using morphia before 
giving the anaesthetic, and let your choice of the 
anaesthetic be chloroform, because this straining is 
more likely in the case of ether. Another very 
common cause of this contraction is the occurrence 
of reflex straining of the recti in accordance with 
the manipulations of the surgeon. This is the 


kind of contraction which is best opposed by a 
deep anaesthesia, and the occurrence of this reflex 
contraction of recti varies enormously both in 
accordance with the kind of subject whom you 
have to deal with and the kind of operation which 
is being performed. It is most difficult to avoid in 
operations upon the upper part of the abdomen. 
The most difficult cases perhaps in which to get a 
perfectly slack condition of the recti are those in 
which you have a very fat, big abdomen in a person 
who has gall-stones lodged in the common duct, 
where the operation has to be conducted at great 
depth, and the operator’s manipulations come 
near to the diaphragm and where there is con¬ 
siderable actual amount of rectus muscle present. 
In those cases you meet with very great difficulty 
in getting sufficient relaxation. And the difficulty 
is often added to by the fact that for the operator’s 
convenience there is a firm sandbag or pillow put 
behind the lower part of the chest. Another class 
of case in which you get a similar reflex difficulty 
is when the deep pelvic fascia is being strongly 
pulled upon, as, for instance, in removal of the 
prostate, or, in women, of adherent Fallopian tubes. 
Those are cases in the lower abdomen in which 
I there is considerable difficulty from reflex con- 
I traction. But the difficulty is never so great, I 
! think, as in some gall-stone cases. In prostate 
cases when the surgeon is working in a small 
opening, a small contraction of the muscles adds 
enormously to the fatigue of the operation, and 
even influences the possibility of his doing it at all. 
i How shall you, as a general rule, set about pro¬ 
curing perfect relaxation and perfect safety for your 
patient as well as convenience for the surgeon ? 
Recently practice has altered a good deal as to what 
is considered the best way of anaesthetising these 
cases. Up to a very little time ago I suppose almost 
everybody did one of two or three things. A few 
years ago you would have found that anaesthetists 
| giving anaesthetics for abdominal cases either relied 
| upon gas and ether in order to get very deep ether 
! anaesthesia, using a closed apparatus such as a 
Clover, or they relied purely upon chloroform, 
going on gradually to get a deep chloroform anaes¬ 
thesia, or they used ACE mixture in a semi-open 
inhaler. To-day if you look round among people 
who are constantly giving anaesthetics, you will 
find few of them use these means for these cases. 
And if you were to study the operations as they 
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are being conducted, and the conditions of the 
patients afterwards, you would find that there has 
been a considerable improvement of the methods 
which are in vogue now over those which were in 
vogue a little time ago. Formerly, if they did not 
rely on either one of those just mentioned there 
was a combination used, and a very common 
practice recommended by the leading anaesthetists 
was to start with gas and ether, and after a little 
time go on to chloroform. Now it is found that 
even that is not the best way, and that you get 
the best results in these cases if you never use any 
closed apparatus such as gas and ether apparatus 
at all, not even though you change after a few 
minutes to chloroform. The fact is you do, by 
using these closed apparatuses, get a certain 
amount, as you are obliged to, of congestion and 
some asphyxia, the effects of which may be never 
got rid of during the time of operation. And it is 
more difficult, if you start with a closed apparatus, 
to get a really satisfactory condition of your patient 
lasting all through the operation, than if you avoid 
these closed apparatuses altogether. The advan¬ 
tage of closed apparatus was that you could get a 
quicker induction by their use than by the open 
method, but that rapidity of induction is more 
than counter-balanced by the difficulty which you 
have in keeping the respiration quiet all through, 
and it pays you best never to use a closed 
apparatus when you are going to give an anaes¬ 
thetic for an abdominal operation, unless in 
extremely nervous and frightened individuals who 
are very anxious to be made unconscious in the 
quickest possible way. And in that case the best 
plan you can employ is to have gas and ether, or 
ethyl chloride followed by a little ether. Suppose 
you have decided not to use any closed apparatus, 
even in the induction of your anaesthesia, what 
method shall you use ? At present many anaes¬ 
thetists would say you should use open ether, a 
method which has rapidly come into favour in this 
country, and which has been used in the north of 
England for a long time, and also especially in 
America. The open ether method is an exceed¬ 
ingly good method for use in the case of long 
abdominal operations, but it has certain disadvan¬ 
tages. There is no one method which you should 
bind yourself down to when you are dealing with 
abdominal cases. You can only get success always 
by taking into account the kind of person you are 


dealing with and what kind of operation is to be 
I done. At the same time there is much to be said 
j for the open ether as a routine method, especially 
| if you are not constantly using anaesthetics, be- 
i cause there is very little doubt that on the table 
it is the safest method of giving an anaesthetic 
over long periods of time which you can at present 
have. I shall not go into a detailed account of 
I the giving of open ether, because you are probably 
I all fairly familiar with it, but there are one or two 
! points of importance which should be mentioned, 
j When you are dealing with a man or with a mus- 
( cular adult woman, you cannot hope for success 
| with open ether unless you give a preliminary in- 
i jection of morphia and atropine. The proper doses 
I are a quarter or a sixth of a grain of morphia and 
T Jo~rio g ra i n of atropine, and this hypodermic 
j injection should be given three quarters of an hour 
before you are likely to start your administration. 

I The reason why it is important there should be 
j that interval beforehand is this: if you give your 
| hypodermic injection too near to the time of 
j operation you will not allow the morphia and 
i atropine to produce their full effect before you 
| give your ether, and you will have at the same 
j time the accumulating effect of the morphine and 
j that of your anaesthetic acting in a way which you 
| may not be able to appreciate. In this way you 
may be suddenly confrontfd with nafcosis of the 
J respiratory centre due to an increasing effect of 
j morphia plus increasing ether. If the morphine 
! is producing its full effect when you begin, the 
| only additional narcotising effect is that which you 
| are producing by ether, which you can completely 
I control. In feeble subjects you can get good 
' results with open ether without using a preliminary 
| injection. There is another class of case in which 
j a preliminary injection is useful, and that is in the 
j common instance of a healthy, florid boy or girl 
, of fourteen to eighteen, who is to have, for 
I example, a simple appendix operation. This is the 
class of subject who often gives you a good deal of 
bother from one particular symptom, and that is 
secretion of mucus. If you will give atropine 
beforehand you are saved all that bother, and it is 
remarkable how much it will add to your comfort 
and the boy’s comfort afterwards, because the 
vomiting which these patients have is largely due 
to the presence of excessive mucous secretion 
being swallowed into the stomach and vomited. 
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And many of you have had experience of the 
difficulty there is in keeping such a young subject j 
from vomiting during operation, even though there j 
is deep anaesthesia. There is another method j 
which is recommended for these abdominal opera- j 
tions, which is at exactly the opposite pole, so to 
speak, from open ether, and that is to use only 
chloroform in very small quantities, and with a , 
uniform dosage, after the preliminary injection of ! 
scopolamine and morphine. This method has I 
peculiar features, that is to say the scopolamine | 
and morphine is not given simply in one injection ! 
as it is when you are going to use open ether, but 
the patient has to have a series of injections, and 
that is one of the drawbacks to the use of this 
method. In the hands of one operator who con¬ 
stantly uses this method, and who has reduced it 
to its simplest form, the patient is, even with him, 
given on the preceding evening an injection of 
scopolamine morphine; she has on the morning of 
the operation an injection of scopolamine and 
morphine, and two hours later another injection, 
and she has, just before the operation, a small 
injection of strychnine and atropine. That is 
a rather complicated series of injections, and the 
object aimed at is that it produces in the patient a 
semi-ansesthetic, drowsy condition, which has been 
described as a lotus sleep, in which the patient is 1 
said to take the anaesthetic without any objection 
whatever, and to be only partially cognisant of her ! 
surroundings, and when she recovers from the opera- ' 
tion she is said to have lost all memory of ail that 
immediately preceded it. After these preliminary 
injections there is used, for the actual operation, 
chloroform given bysome method which enablesyou 
to accurately and minutely determine your dosage 
of chloroform, and, of course, as you know, the use 
of chloroform regulators is a very moot point 
amongst anaesthetists in general. Some say you 
have no right ever to give chloroform by the old- 
fashioned method of drops on a mask, but should 
use some apparatus which accurately determines 
the exact percentage of vapour which you are 
administering, the instrument enabling you to read 
on some scale what proportion of vapour the 
patient is having. That is, of course, a scientific 
ideal to be aimed at, but practically it is not 
at present a very attainable one. Arid I think 
the real use of chloroform regulators is a 
didactic one: it is for teaching purposes. Every¬ 


body should have learnt, by seeing one of these 
instruments used or by using it himself, to realise 
what very small quantities of chloroform you need 
employ, and the low percentage of the vapour you 
should employ, and how necessary it is to give 
your chloroform dosage with continuity. But 
when you have once learnt these facts by using 
machines or seeing them used, I think the ideal is 
to be able to achieve nearly the same result by 
simple means such as a drop-bottle and mask, 
which you can carry about with you with ease. 
Even the Vernon Harcourt inhaler, which is the 
most portable of these inhalers, is not so practic¬ 
able. But these machines have shown us that you 
need to use very small percentages of chloroform, 

2 per cent, or so, and if you use these low per- 
| centages with perfect uniformity you rarely need to 
, go to higher percentages. Another thing which 
j is brought out by the use of these instruments, and 
| which has a special bearing on the kind of case we 
are discussing, is the great difference in the depth 
of anaesthesia which is necessary at different stages 
in an abdominal operation, and that is one of the 
j peculiarities of an abdominal operation which 
separates it from others. For instance, in opera- 
; tions such as resections of bowel and anastomosis, 
or in the common operation of gastro-jejunostomy, 
you will be able to keep your patient during the 
time that the actual anastomosis is being done, and 
during the manipulations of the intestine, exactly 
as the surgeon wants, even though there is only a 
slight degree of anaesthesia. The degree of anaes¬ 
thesia necessary for the skin incision and the 
pulling apart of the abdominal walls, such as will 
be effected while getting the viscera out of the 
abdomen and such as is necessary when he wishes 
to return them, the degree of anaesthesia necessary 
at these stages is very different from that needed 
I while he is manipulating the viscera themselves, 

I and this fact is shown you very well by these per- 
: centage regulators. For instance, you may require 
I to have your 2 per cent, even increased to 3 per 
! cent., so as to have perfect stillness of the patient 
I and relaxation while the skin is divided and while 
I the parietal peritoneum is divided, and while 
I the abdomen is opened and stomach and intestines 
I are being pulled out. Once those viscera are out 
I you will find that during the sewing you are able 
| to put back your lever to reduce chloroform to 
I even b per cent, and go on comfortably with per¬ 
fect stillness and relaxation of the patient. But if 
you are using one of these instruments for the first 
time, you may not be aware when it comes to the 
moment to return the viscera that directly that is 
done the most violent contraction of recti will 
take place, and there will be a difficulty in getting 
the viscera into the abdomen. A little time before 
this takes place you must switch on to your 2 or 3 
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per cent, and get deep anaesthesia. The use of 
those instruments enables one to realise accurately 
the amount of anaesthetic necessary during the 
same operation but at different periods of it. And 
though there are some who say it is bad to vary 
the depth of anaesthesia, and that consequent 
sickness is apt to occur if you allow your patient 
to hover between light and deep anaesthesia, there 
is no evidence of that. The less anaesthetic you 
can get along with always the better for your 
patient, and therefore if in the course of your 
operation you can allow a great deal of it to be 
done with only b per cent, chloroform vapour, you 
will do better for your patient than if you insist, 
for the sake of uniformity, in having him deeply 
under 2 per cent, during the whole time. These 
instruments have shown clearly the possibility of 
varying the depth of the anaesthesia in accordance 
with the performance of different parts of the 
operation. 

We will suppose you do not approve of scopo¬ 
lamine and morphine followed by chloroform, 
even given with a regulating inhaler, in these ab¬ 
dominal operations. The next method which you 
may adopt is a mixed one. You may say that the 
open ether induction is rather long, as it certainly 
is, and moreover there are certain people to whom 
ether is not well adapted, as, for instance, asth¬ 
matics, but you do not want to use simply chloro¬ 
form. for reasons which we will enter into presently. 
The thing which is at hand to use is a compromise, 
a mixture of chloroform and ether given on an 
open mask by a drop bottle, two parts chloroform 
to three of ether. As a matter of fact, this is a 
very good routine anaesthetic for these abdominal 
cases. You use the anaesthetic as if it were 
chloroform, but the effects which you produce, 
with it are not exactly the same as with chloroform, 
they are allied partly to those of chloroform and 
partly to those of ether, and you can get a very 
satisfactory condition for most abdominal opera¬ 
tions with that mixture. 

I have said there are reasons why you should 
not use chloroform only in these cases, and the 
prominent reasons are two: First of all, chloro¬ 
form is not nearly as efficient as ether is in ob¬ 
viating shock of an operation. Some of these cases 
are very long, and one of the most formidable 
obstacles to success is the amount of shock which 
may be produced when the abdomen is open for a 
long time. And that is necessarily great from the 
exposure of a large surface, and from the amount 
of nerve-exhaustion necessarily produced by the 
surgeon’s manipulations. The question of obvi¬ 
ating shock is a very important one, and chloroform 
is not of such very great use in that respect as 
ether is. The other great disadvantage in chloro¬ 
form given alone for these abdominal operations 
for long periods of time is that subsequently the 
patient is apt to have a serious amount of sickness. 


Sickness more often follows ether than chloroform, 
but the only cases of bad sickness which you will 
get are always after long administrations of chloro¬ 
form. Chloroform produces essential changes in 
the liver and kidney, and long administrations of 
chloroform are apt to be followed by serious sick¬ 
ness, due probably to the actual parenchymatous 
visceral changes produced. There is another 
common aid to avoiding shock which is often 
employed now, and it is of comparatively recent 
introduction. And that is the constant infusion 
of saline under the skin during the performance 
of an operation. That is of great use in long 
abdominal operations. It is best done by the use 
of a simple apparatus, such as is constantly used 
by Mr. Arbuthnot Lane. Another great help in 
avoiding shock in long abdominal operations is to 
have the head of the patient down, as in the 
Trendelenberg position. With the head of the 
patient considerably below the level of his chest, 
and with the use of ether and of saline solution 
infused throughout the operation, to produce shock 
is a very difficult matter, and it is very rare that 
you cannot employ some of these methods to 
avoid it. 

Ydu must not bind yourself to a hard and fast 
rule and try to apply it to all cases, but generally 
speaking, if you will employ a mixture of chloro¬ 
form and ether, helped, if necessary, with drops of 
pure chloroform to your open mask for the induc¬ 
tion, and open ether during the performance of 
the greater part of the operation, returning very 
likely to the chloroform during the stages which 
need very small amounts of anaesthetic, you will 
find you can bring most of these cases through 
with great comfort to the patient afterwards as 
well as perfect safety at the time and abdominal 
quiet for the surgeon. 

And as regards preliminary injections, I think 
it is a good plan to make a routine of giving a 
preliminary injection of this morphia and atropine, 
for this reason: that if you have done that, if you 
find it necessary to use nothing but open ether 
during the operation on account of the feebleness 
of the patient, or on account of difficulty in getting 
proper relaxation, if the patient has had a pre¬ 
liminary injection you will be able to keep him 
sufficiently under, and there will not be the profuse 
secretion of mucus which otherwise there might 
be. But if you have not given a preliminary 
injection you will find in certain cases you cannot 
keep him in the condition you desire with open 
ether, and there is much bronchial secretion of 
mucus and salivation which materially adds to the 
discomfort afterwards. The patient should be 
placed back in bed lying well over on his right side 
until fully conscious ; after that time it is often of 
advantage to have him propped up in a sitting 
position. 
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A LECTURE 

on 

ANTRAL SUPPURATION, ACUTE 
AND CHRONIC.* 

By SOMERVILLE HASTINGS, M.S., F.R.C.S., 

Surgeon in charge of the Ear and Throat Department, 
Middlesex Hospital. 


Ladies and Gentlemen, —This afternoon I want 
to give you my views on antral suppuration, 
dealing in particular with its treatment. There are 
a certain number of cases of antral disease which 
do not go on to suppuration. These may be both 
acute and chronic. In an ordinary cold the antrum, 
like the other sinuses, is sometimes affected, and 
you may also get a chronic infection of the antrum 
not going on to suppuration. In these cases the 
symptoms are relatively slight, and if a case is 
recognised at all it will be treated by the ordinary 
methods of puncture and washing out, and will 
very quickly clear up. So that \>y far the greater 
number of cases of antral disease with which you 
meet are suppurative, and may be acute or chronic. 

May I, in the first place, remind you of one or 
two points about the anatomy of the antrum of 
Highmore. Its normal opening, you will remem¬ 
ber, is situated in the middle meatus of the nose 
between the middle and inferior turbinates at by 
no means its lowest part. This opening is very 
near those of the frontal sinus and the anterior 
ethmoidal cells. The antrum extends lower than 
the floor of the nose, its lowest part being outside, 
where, in its very lowest part, it is, as it were, em¬ 
braced by the palatine and buccal rootf of the 
molar teeth. The two teeth most closely associated 
with the antrum—that is, the teeth whose roots 
come closest to the antral wall—are, generally 
speaking, the second premolar and the first molar. 

- ^ - 
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Not infrequently the roots of the second molar are 
also closely associated and sometimes even those 
of the third. Rarely do the roots of the first pre- ; 
molar touch the antrum, the roots of the canine | 
practically never. The normal antrum is incom¬ 
pletely divided by various septa, of which two are | 
fairly constant, one well forward cutting off the f 
premolar from the molar region, and one imme- I 
diately in front of the region of the third molar. 
Occasionally the posterior of these septa is so much i 
developed that there is a part of the antrum behind 
it almost completely cut off from the general antral 
cavity. 

lastly, I would ask you to remember that the 
antrum is lined by ciliated epithelium. The 
epithelium consists of several layers, the most f 
superficial being columnar ciliated cells, the 
nuclei of which are some distance from the free 
surface. Then comes a layer of long fusiform * 
cells closely packed together, and then a few 
spheroidal cells which lie on the basement mem¬ 
brane. Beneath this is a stratum of connective , 
tissue, the elongated cells of which are arranged | 
for the most part parallel to the free surface. Very 
often we can recognise that the deeper layer of this i 
tissue is denser than the superficial. The antrum 
has a few mucous glands in its lining membrane. 

Next, let us turn to the question of the causes of 
antral suppuration. We can classify these into 
primary and secondary. The primary causes are the 
specific fevers, particularly influenza. In addition 
there are diphtheria, scarlet fever, measles, enteric, 
and occasionally whooping-cough, these being 
much rarer. Antral disease in such cases is said 
to be primary—that is to say, not preceded by 
disease of the nose or any other region. But there 
is some doubt whether there is not even in these 
cases some pre-existing rhinitis, the rhinitis being 
caused by the specific disease. And certain it is 
that antral suppuration is much more likely to 
occur in these specific fevers in a nose which has 
previously been the seat of some other disease. 
That, I t think, bears out very well one’s general 
experience of the effect of specific fevers on 
the regions connected with the nose. We know 
quite well that ear troubles are much more likely 
to follow scarlet fever or measles where there has 
been some pre existing disease in the shape of 
adenoids. So here, where there has been some¬ 
thing wrong with the nose beforehand, one is much 


more likely to get an acute antral attack with 
influenza or any of the other specifics. Still, these 
cases are generally considered primary, and they 
may very well be so. 

Then we have the secondary causes where the 
disease spreads either from the region of the jaw, 
particularly the teeth, or from the region of the 
nose. Let us take those from the jaw first. 
Erysipelas of the face may give rise to antral sup¬ 
puration ; so may malignant disease of the upper 
jaw. Two or three days ago I saw a case of noma 
following measles associated with acute antral 
suppuration in a child. The teeth have an impor¬ 
tant relation to the antrum, which I have already 
mentioned. Acute antral disease may be caused by 
an apical abscess, that is, an abscess at the tip of 
the root of a tooth, or by a periostitis caused by a 
carious tooth, or by a periosteal abscess. Very 
often in such a case there is bad toothache first, 
and then as the abscess bursts into the antrum the 
toothache ceases to be followed in a few days’ 
time by the symptoms of antral disease. Chronic 
disease of the roots of the teeth may also cause 
antral trouble. Sometimes inflammation of the 
pulp spreads through the pulp canal into the 
antrum and a small mass of granulations is formed 
protruding into the antral cavity. Much more 
generally bony thickening takes place around the 
inflamed root, tending to keep away the offending 
tooth-pulp from the antral cavity. Occasionally, 
also, when a dentist is clearing out the dead pulp 
from a tooth he may perforate the root and infect 
the antral cavity in that manner. 

Now the exact relation of the teeth to antral 
disease is an exceedingly interesting one, and I 
would like to say at once that the general trend of 
opinion is that the teeth have less to do with 
antral suppuration than was formerly taught. The 
existence of a carious tooth in the upper jaw on the 
same side as a diseased antrum is no proof that 
the tooth was the cause of the antral disease. 
Even if there is a dead tooth—and you can recog¬ 
nise a dead tooth by putting a hot probe against 
the dentine, when, if the tooth is dead, pain will not 
be experienced—even if there is a dead tooth with 
antral suppuration it by no means follows that the 
tooth was the cause of the suppuration. There is 
no doubt that antral disease may cause the death 
of a tooth in the same way that dental caries may 
produce antral disease. Some recent work by 
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Logan Turner and Lewis of Edinburgh, in which 
the bacteriology of the carious tooth and that of the 
suppurating antrum were carefully compared, seems 
to indicate that not more than one third of the 
cases of antral suppuration have their origin in the 
teeth. 

Antral disease may spread from the nose as well 
as from the teeth and jaw. Rhinitis is perhaps 
the commonest cause of antral disease. More¬ 
over, antral trouble may extend from the other 
sinuses. Pus may run down from a diseased 
frontal sinus and infect the antrum. More fre¬ 
quently still we find disease of the ethmoidal 
region infecting the antrum in the same way. So 
then we may say that antral disease, whether 
acute or chronic, may either be primary or may 
spread from the jaw or from the nose. 

It may seem a little out of place in a clinical 
lecture to have very much to say about the patho¬ 
logy of antral suppuration, but it has such important | 
clinical bearings that I feel I ought briefly to refer 1 
to it. In acute antral disease there is a certain ! 
amount of thickening of the mucous lining. There 
is often also haemorrhage from engorgement of 
vessels and an increase in the ntfmber of mucus- 
secreting cells in the lining epithelium. Sometimes 
portions of the epithelium become detached, so 
that you get either a partially or completely bared 
area where the submucous tissue is exposed. In 
chronic disease there are often very few patho¬ 
logical changes to be noted in the epithelium. In 
some places the ciliae are lost and the epithelium 
approximates to the squamous type. Sometimes 
also there are ulcerated areas, but these are not 
very numerous ; indeed, it is surprising how little 
epithelium may be lost, even when the disease 
has existed some time. And therefore you will 
see that in most cases the less curetting that goes 
on after the antrum is opened the quicker will 
recovery take place. 'The basement membrane is 
almost invariably thickened in chronic cases, but 
the chief changes are to be found in the deeper 
layers of connective tissue which are infiltrated with 
serum and much thickened. There is also a small 
round-celled infiltration, especially marked near j 
the epithelial covering. Sometimes the thickening 1 
is extreme, and you get a polypoid condition of 
the mucous lining, particularly below. Sometimes 
some of the glands in the antral mucous membrane 
get blocked with mucus, and small cysts are in this 


way formed. The bone generally shows a certain 
amount of lacunar absorption so that its surface is 
rough. Sometimes the bone is thickened. It is 
exceedingly rare to find necrosis of the bone even 
in the most acute forms of antral disease. It is 
interesting to note that whereas in the less severe 
forms of antral trouble there are very few lympho¬ 
cytes to be found in the discharge, in severe cases 
they are much more numerous, and you may say 
fairly definitely that if you get one lymphocyte to 
six or eight polymorphonuclear leucocytes in the 
discharge, the chances are that the case is a severe 
j one. The presence of numerous lymphocytes 
means an advanced granulomatous change in 
the mucous membrane, such as is only found in 
advanced cases of disease. So that even from the 
clinical side an examination of the antral discharge 
may be useful, the presence of numerous lympho¬ 
cytes showing that some operative treatment will 
almost certainly be required, and that a cure is 
unlikely by simple puncture and washing out. 

The bacteriology of antral suppuration has some 
interest also. A great variety of organisms are met 
with, but they are rarely found in pure culture, and 
much more commonly three or four are present 
together. The most constant are the cocci— 
staphylococci, streptococci, pneumococci, diplo- 
cocci—such as Micrococcus catarrhalis . Bacilli 
1 are also fairly frequent. Bacillus coli and its allies, 
j putrefactive organisms like Proteus , and occasion¬ 
ally diphtheroid and influenzal organisms are 
; found. Teeth organisms, such as Bacillus 
gangreiue pul pee and Bacitlus necrodentalis , may 
be present. It is important to note that the 
presence of streptococci, both in acute and 
chronic cases, indicates a bad prognosis. If you 
find streptococci present it is almost certain, 
whether the case be acute or chronic, that mere 
washing out of the antrum by puncture through 
the inferior meaius will be insufficient to result in 
cure. I had this clinical fact very strongly forced 
upon me quite recently. One morning, about two 
months ago, two cases of fairly acute antral disease 
presented themselves for treatment at the Middlesex 
Hospital. One was a coal porter and the other a 
hospital nurse. I washed them both out in the 
way I shall shortly describe, by puncture through 
the inferior meatus of the nose, and found thick 
pus in each. I ordered them both the same treat¬ 
ment, and asked them both to come b.ick in three 
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or four days to be washed out again. Now, while 
I am quite sure that the nurse, who was under 
hospital discipline, carefully followed out my treat¬ 
ment, I am equally certain that the coal porter, 
who, in spite of my protests went on with his work, 
did not carry out any treatment at all. Neverthe¬ 
less, when I saw the patients four days later and 
again washed out their antra, I found pus as thick as 
before in the case of the nurse, but only thin watery 
discharge in the case of the porter. Four days later, 
when I washed out a third time, clear fluid returned 
in the case of the man, who was therefore cured, 
but no change had taken place in the character of 
the antral discharge in the nurse. Although I 
punctured and washed out in all six times no 
improvement took place. I was therefore compelled 
to operate, and she is now nearly well. But the 
point of interest is this: the usual bacteriological 
examination was made at the first puncture in 
both these cases; in the nurse we found pure 
culture of Streptococcus pyogenes in long chains, in 
the man a mixed culture of Staphylococcus pyogenes 
alius and a bacillus. Therefore, whether a case is 
acute or chronic, a streptococcal infection generally 
signifies that it is very unlikely that mere lavage 
will result in cure. 

The symptoms I will deal with very shortly. 
They are local and general. Perhaps I had better 
take the latter first. These include headache— 
not localised, but general headache—irritability, 
disinclination for mental effort and work, and 
deficient power of concentrating the thoughts. 
Indigestion is often complained of, and probably 
results from swallowing the discharge, and a cough 
is not infrequent. It is stated by Wertheim that 
in at least on^ third of the cases where death 
results from tuberculosis of the lung, suppurative 
disease of one or more of the nasal sinuses is found 
post mortem 

i The most constant local symptoms are pain and 
discharge. The pain is often fairly severe in acute 
cases, but may be slight or practically absent in 
the more chronic. Supra-orbital headache by no 
means always implies frontal sinus disease; it is 
just about as common in affections of the antrum 
or of any of the other sinuses connected with the 
nose. In acute antral disease the pain is often 
made much worse when the patient coughs or 
bends the head. In chronic disease the pain 
often seems to come on in spasms, lasting a few 


minutes to an hour or more. Sometimes it comes 
on at the same time every day. In acute cases 
pressure over the malar bone may be painful; 
pressure over the cheek is sometimes painful too. 

Individuals vary enormously as regards the 
attention they pay to the discharge. Some people 
just say they have a chronic cold, and forget to 
notice that the discharge in unilateral cases comes 
almost entirely from one side. Sometimes, espe¬ 
cially when there is swelling of the anterior end of 
the middle turbinate, the discharge passes mainly 
downwards and backwards into the throat, and 
very little discharge is to be seen anteriorly. Not 
infrequently these patients are chiefly troubled in 
the early morning. The discharge has been 
running down at the back of the throat during the 
night, and they have a good deal to get rid of 
when they wake. Sometimes they merely complain 
, of unpleasant yellow spots on their hankerchiefs, 
and if you examine these you will find the hand¬ 
kerchief stiffened. The yellow discharge is, in 
fact, pus. 

Often there are derangements in the sense of 
smell. Even if the discharge is not sufficiently 
foul to be detected by an external observer, the 
I patient himself will notice an unpleasant odour at 
times. Sometimes the swelling of the mucous 
membrane may cut off the olfactory region from 
| the general air-way, so that the patient loses the 
| sense of smell entirely for the time being. Some¬ 
times the patients complain of nasal obstruction, 
which may be due to swelling of the turbinate or 
! to a collection of polypi. Occasionally in acute 
| cases there is redness of the cheek, and sometimes, 

! it is said, although I have never seen it, there is 
| bulging of the internal wall of the antrum, so that 
| it protrudes into the nose. 

| The recognition of antral disease in acute cases 
1 is generally fairly easy ; it is much more difficult in 
the chronic. Where antral disease is suspected it is 
well first of all to carefully examine for discharge. 
Do not be content with examining the anterior 
j nares only, because the discharge may be running 
down posteriorly, and you may find most of it at 
| the back. Examine carefully both front and back, 

1 and in most cases you will find purulent discharge 
in the middle meatus of the nose. That, of 
course, does not of necessity indicate antral dis- 
j ease ; it may be disease of the frontal sinus or of 
| the anterior ethmoidal cells. Wipe the discharge 
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away with a piece of wool, and watch if it collects 
again rapidly. If not, get the patient to turn his 
head for a minute or two with the affected side 
uppermost, and if there is really antral disease pus 
will almost certainly again collect. The presence 
of inflammatory hypertrophy and thickening con¬ 
fined to the middle meatus of the nose very 
strongly suggests antral, anterior ethmoidal, or 
frontal sinus disease. If you find this even in the 
absence of pus—for the patient may have blown it 
away, or it may not be coming away freely at the 
time—if you find tl?e anterior end of the middle 
turbinate and its free edge, and the region of the 
uncinate process, and to a less extent the upper or 
nasal surface of the inferior turbinate, looking 
swollen and congested, the rest of the mucous 
membrane of the nose being fairly healthy—then 
you should strongly suspect disease of one of these 
sinuses. Sometimes, in such a case as this, the 
lower edge of the middle turbinate is so swollen 
that the turbinate looks almost as if it were double. 

The next step in such a case is generally trans¬ 
illumination. Take the patient into the dark room, 
and place a small lamp in his mouth, and if there 
is antral suppuration you will generally find the 
optic crescent—that is, the crescent of light imme¬ 
diately below the eye—less clear than normal, or 
less marked on the affected side in unilateral cases. 
The transillumination test is suggestive rather than 
conclusive, for sometimes the optic crescent is 
absent when the antral walls are thickened, even if 
no suppuration is present. On the other hand, it 
has been recorded that the antrum has been found 
clear where there has been so much disease that 
practically the whole of the antral cavity has been 
obliterated owing to extreme polypoid degeneration 
of the mucous membrane. So that while the 
transillumination test is suggestive, the right thing 
to do, without a doubt, in all cases where antral 
suppuration is suspected, is to puncture and 
wash out the antral cavity. 

The antrum is most conveniently washed out by 
puncturing its inner wall below the level of the 
attachment of the inferior turbinate with a Licht- 
witz’s trocar and cannula. This instrument closely 
resembles the ordinary hydrocele trocar except 
that it is rather longer. A small piece of cotton¬ 
wool soaked in 20 per cent, cocaine, to which a 
little adrenalin chloride 1 in 1000 may be added, 
is packed against the outer wall of the nose below 


the inferior turbinate and left for twenty minutes, 
j The trocar and cannula and an ordinary Higgin- 
1 son’s syringe are then boiled and a pint of warm 
lotion is prepared. Ordinary boric lotion can be 
used, but a lotion made by dissolving two drachms 
of a mixture of equal parts of borax, sodium car¬ 
bonate and salt in a pint of water is rather better. 
The lotion causes less discomfort if it is thoroughly 
warm. When all is ready the packing is removed 
! from the nose and a speculum inserted. Aided by 
| the sight the trocar and cannula are introduced 
' obliquely into the nose and the sharp part of the 
trocar placed in contact with the inner wall of the 
antrum below the inferior turbinate. The speculum 
j is next removed, and without displacing the point 
I of the trocar the direction of the shaft is slightly 
I changed and its obliquity increased so that it is 
now directed more outward toward the antral cavity. 
At this stage it is most convenient for the operator 
I to stand up so as to firmly grip the patient’s head 
with the left hand and thus prevent any sudden 
movement. By a steady boring motion the trocar 
and cannula are easily made to penetrate the antral 
cavity, but care should be taken that this does not 
occur too suddenly, for otherwise£the instrument 
may strike or even pierce the opposite wall of the 
sinus. The trocar is now withdrawn, the patient 
directed to bend his head well forward, and the 
Higginson’s syringe attached to the cannula. It 
is generally best to fill the syringe with lotion 
before irrigation is commenced, but where a 
bacterial examination is required it is useful to 
start with an empty syringe so that air only is at 
first pumped into the antrum, when the first dis¬ 
charge which issues from the nose will be free from 
lotion. The result of irrigating in this manner is that 
while lotion enters the antrum through the cannula, 
a mixture of lotion and discharge passes out from 
the antrum through its normal communication with 
the middle meatus of the nose. Occasionally in 
both acute and chronic cases, although the surgeon 
feels confident that the end of the cannula is within 
the antral cavity, no fluid can be washed through 
into the nose. In such cases it is probable that 
swelling of the margins of the normal ostium or of 
the mucous membrane lining the hiatus semilunaris 
has blocked the communication between the 
antrum and the nose. Occasionally, also, though 
the lotion may at first flow out readily through the 
nose it suddenly ceases after a few moments. Here 
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it is probable that a shred of thick muco-pus has 
become impacted in and occluded the ostium. In 
either case if the irrigation be deferred for a couple 
of days it will generally be found that lavage can be 
carried out as usual. In all cases where antral 
disease is suspected the sinus should be punctured 
and washed out as above described. Indeed, I 
would be sorry to come to a positive diagnosis in 
any case of antral suppuration without having first 
carried out this or some similar test. 

Let us now consider the treatment and take up 
first that of acute suppuration. No operation 
should be performed in these cases, at any rate at 
first. Nevertheless, it is essential to clear the 
antrum of its purulent contents with as little delay 
as possible. There are two ways in which this may 
be carried out. The simpler method aims at re¬ 
ducing the congestion of the nasal mucous mem¬ 
brane, which has partially or completely occluded 
the communication between the antrum and the 
nose, and then places the patient in such a position 
that the force of gravity will direct the passage of 
the antral contents into the nasal fossa. The 
patient is directed some three or four times a day 
to close his eyes and then inhale for five or ten 
minutes the steam arising from a jug of hot water 
to which a teaspoonful of 20 per cent, solution of 
menthol in spirit has been added. Immediately 
afterwards he lies on his side with his shoulders sup¬ 
ported on a pillow and the neck so bent that the top 
of the head rests on the mattress, the affected side 
being, of course, uppermost. Lying thus, the com¬ 
munication between the antrum and the nose is at 
the lowest part of the antral cavity, and its contents 
tend to drain into the nasal fossa. The position 
is less irksome than might be imagined, and should 
be maintained for an hour on each occasion. 
Where the middle turbinate is much swollen and 
interferes with proper drainage scarification or even 
removal of its anterior end may be desirable. 

Sometimes this treatment results in a rapid 
and permanent cure, but in my experience it is a 
little uncertain, and I much prefer to combine 
it with lavage of the antral cavity by puncture 
through the nose. I adopt this method of treat¬ 
ment in all acute cases, whether the disease be 
primary or of nasal or dental origin. In dental 
cases the offending tooth will, of course, be first 
extracted. The little operation is practically pain¬ 
less, and the patients often say they feel much 


! relieved by it. I usually make a practice of punc¬ 
turing and washing out the antrum when the case 
is first seen, and repeat it every three or four days 
till the fluid returns clear. Generally by the third 
puncture there is very little pus, but there are still 
some shreds of mucus. By the fourth or fifth the 
fluid is, as a rule, clear, but occasionally it may be 
necessary to wash out some six or seven times 
before the desired result is attained. Very seldom 
does resolution fail and an acute case become 
chronic if this treatment be adopted. 

In chronic cases also repeated puncture and 
lavage may occasionally result in' cure, but where 
the discharge has existed for any length of time— 
say for more than three or four months—and par¬ 
ticularly where streptococci are present, simple 
washing out, even though often repeated, is rarely 
sufficient to cure. Moreover, even if a cure is appa¬ 
rently obtained, the next time the patient gets a 
cold the disease not infrequently returns. So that 
in most chronic cases something more than simple 
puncture is required. 

Of the mahy operations that have been invented 
for the treatment of antral disease I shall mention 
only three: (1) The antrum used to be regularly 
opened through the socket of a tooth or through 
the canine fossa; (2) the antrum may be opened 
and drained by the removal of the whole or part of 
its inner wall—that is, opened into the nose and 
not into the mouth at all; this method is said to 
have been first adopted by Mickulicz, and is often 
associated with his name. (3) There is a third 
method, sometimes known as the Luc-Caldweli 
operation, or more commonly as the radical antral 
operation, in which a relatively large opening is 
made into the antrum through the canine fossa, 
and aided by this the whole of the bony wall 
between the antrum and the nose is removed, and 
any unhealthy mucous membrane curetted. The 
opening into the mouth is allowed to close at once, 
as it readily does, or better, the flap of mucous 
membrane which has been turned up may be 
united with a few stitches, when it almost invariably 
heals by first intention. We have, then, these 
three types of operation for antral suppuration : 
the alveolar method, the nasal method, and the 
radical or combined method. 

Contrary to the view expressed by most surgeons, I 
am strongly of opinion that practically all cases of 
chronic antral suppuration , and those of dental as 




The Clinical Journal. ] 


MR. SOMERVILLE HASTINGS. 


[July 19, 1911. 231 


well as those of nasal origin , are much more satis¬ 
factorily treated by operation through the nose. J 

In a few cases I still perform the radical opera¬ 
tion, but at the present time I never undertake the 
alveolar operation at all. Perhaps, first of all, I 
may give you my reasons why I think the alveolar 
method should be abolished from the catalogue of 
operations of surgery. Everyone who has had any 
experience of antral work must have met with 
many cases in which the alveolar operation has 
failed to effect a cure even after years of careful 
syringing. Yet in these very cases the condition | 
completely clears up within two or three months if 
the nasal operation be performed. It is difficult 
to find statistics as to the percentage of cases in 
which the alveolar operation fails, but Logan 
Turner and Lewis state that, as far as their results 
go, only 25 per cent, of chronic cases, that is, cases 
in which the antral disease had existed for more 
than five months, were cured by the alveolar 
method of operation. My own experience is of 
course limited, but so far I have never met with a 
case in which the nasal operation has failed. 
Surely, then, it is wiser to at once perform an 
operation in which the prospect of cure is well 
nigh certain rather than one in which a second 
operation will probably be required. 

Secondly, the alveolar method of treatment is 
contrary to the fundamental principles of surgery. 
Where else should we think of keeping a cavity 
containing pus carefully corked up for twenty-three 
and a half hours out of the twenty-four for the pus 
to be absorbed ? But this is exactly what is usually 
done in the case of the antrum. A vulcanite plug 
tightly closes the opening into the mouth, and is 
only removed once or twice daily to syringe out 
the cavity. Occasionally the vulcanite plug is 
made hollow, so that there is a constant communi- | 
cation between the antrum and the mouth. But 
here the condition is even worse, for the greater | 
part of the foul pus that drains into the mouth is 
certain to be swallowed. Moreover, particles of 
food and samples of the rich bacterial flora of the 
mouth are constantly passing upward into the 
antrum. In the nasal operation to be immediately 
described, practically the whole of the inner wall 
of the antrum is removed, so that this space 
becomes, to all intents and purposes, a part of the 
nasal cavity, and whatever discharge there may be 
is blown out on to a pocket-handkerchief almost as 


quickly as it is formed. Moreover, the antrum is 
now drained into a relatively aseptic cavity. It is 
probable that the posterior regions of the nose are 
free from organisms in at least 80 per cent, of 
ordinary healthy people (StClair Thomson and 
Hewlett)—some observers would raise this percent¬ 
age to 92—and even where persisting nasal disease 
is the cause of the antral trouble the bacterial 
inhabitants of the two cavities will be very similar. 

The combined or radical operation takes longer 
and is a good deal more severe than the operation 
by the nasal route. Permanent disfigurement is 
stated to have occasionally resulted from it. Those 
who recommend it state that by its aid it is possible 
to remove the inner wall of the antrum much more 
completely, and also to more thoroughly inspect, 
and, if necessary, curette the interior of the antral 
cavity. With regard to the first point, my own 
experience and that of many others leads me to 
conclude that it is quite a simple matter to remove 
practically the whole of the antro-nasal septum 
through the nose if the proper instruments are 
available. The second point urged is of more 
importance. Undoubtedly it is desirable in certain 
cases to inspect the antral cavity, but the little 
finger passed through the anterior nares after the 
removal of the inner antral wall gives one a very 
good idea of what the lining membrane of the 
antrum is like, and any curetting that may be 
i necessary can be quite well carried out with a 
j Meyer’s ring knife with a bent handle. It is my 
practice to reserve the radical operation for very 
bad cases, or cases in which early malignant disease 
is feared. Here it is clearly of advantage to make 
an opening through which the antrum can be 
swabbed out and its anterior carefully inspected. 
In all other cases I operate entirely through the 
nose. 

The nasal operation is, then, in my opinion the 
operation of choice in nearly every case of chronic 
antral suppuration. I have occasionally performed 
it under local (cocaine) anaesthesia, but a general 
anaesthetic, very lightly given, so that the cough 
reflex is present during the whole operation, is 
much more convenient. Half an hour before the 
operation the nose on the affected side is carefully 
packed with gauze strip soaked in 1:1000 adrenalin. 
This greatly reduces haemorrhage, especially during 
the early stages of the operation, and makes it 
much easier for the surgeon to see what he is 
doing. As soon as the patient is under, the head 
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is slightly raised and the middle third of the in¬ 
ferior turbinate of the affected side is removed 
with scissors and snare. A Krause’s trocar and 
cahnula is next introduced into the nose and the 
antrum punctured. The trocar is withdrawn and 
a blunt pilot introduced and the inner wall of the 
antrum broken inward towards the nose. The 
opening into the antrum can now be seen, and 
aided mainly by the sense of sight, but occasionally 
also by that of touch, the greater part of the 
antro-nasal septum can be chipped away. In 
doing this Woakes’s nasal forceps cutting backward 
and Ostrom’s forceps cutting forwards will be found 
most useful In enlarging the opening in a forward 
and upward direction care must be taken not to 
interfere with the nasal duct, but this is not very 
likely to happen if ordinary care is taken, for the 
bone around it is generally hard. The antro-nasal 
septum is, for the most part, formed of very thin 
bone, which is easily removed except below, where 
a solid ridge is found 10 separate the two cavities. 
It is essential that this should be removed as 
completely as possible, so that any discharge that 
may collect in the antrum shall run into the nose 
and be blown out at once. The ridge is most 
conveniently removed by a burr, and this instru¬ 
ment is of further value in smoothing off the edges 
all round the opening which has been made. The 
essential point in the operation is to make the 
opening as large as possible. The next step is to 
examine the antral cavity. Where necessary it can 
be curetted, but, generally speaking, the less the 
lining mucous membrane is interfered with the 
more rapid and complete will the recovery be. 
Lastly, the condition of the ethmoidal cells must 
be carefully investigated, and, if necessary, dealt 
with. No packing is required. 

The after-treatment is very simple. On the day 
following the operation the antrum is washed out 
with a bent tube passed into the nose and a 
Higginson’s syringe. Ordinary nasal lotion is 
used, and the patient is directed to bend his head 
forward and breathe through the mouth and to at 
once raise his hand if the lotion passes into his 
pharynx. He very soon learns how to pass the antral 
tube himself, and should syringe out the cavity 
twice daily. It is essential to impress upon the 
patient the importance of thoroughly cleansing the 
antrum, and not until he feels assured that this 
will be regularly and systematically carried out 
should the surgeon relax his direct supervision. 
By the end of three weeks or a month the dis¬ 
charge will have become much less, and it will, in 
most cases, be sufficient to thoroughly cleanse the 
antrum once daily. At the end of three months 
it will generally be safe to leave off syringing for 
longer and longer intervals until, with the complete 
cessation of all discharge, the case may be con¬ 
sidered cured. 

July 17 th % 1911. 


A SHORT ACCOUNT OF 
FOURTEEN CONSECUTIVE SUCCESSFUL 
LAPAROTOMIES FOR ACUTE 
INTUSSUSCEPTION IN INFANTS. 

By E. W. ROUGHTON, F.R.C.S., 
Surgeon to Royal Free Hospital. 


Amongst the great advances which surgery has 
made during the last twenty-five years there are few 
more satisfactory than the increasing success of 
laparotomy for acute intussusception in children. 

In 1888 Mr. A. E. Barker (‘ Lancet,’ vol. ii, 1888) 
recorded twenty-three cases, with a mortality of 
78-2 per cent. Although he strongly advocated 
early resort to operation in all cases not relieved by 
irrigation, the old ideas as to the danger of opening 
the child’s abdomen prevented his good advice 
from being generally accepted for a long time after¬ 
wards. Thus, in the American ‘ Text-book on 
Diseases of Children ’ (1894) the writer on intussus¬ 
ception says : “ I am well aware that a few brilliant 
results from laparotomy in infants have been re¬ 
corded, . . . but these cases should be regarded 
as surgical curiosities, showing what infants may 
sometimes safely endure, rather than as furnishing 
precedents for future guidance.” In 1895 I pub¬ 
lished my first successful case (‘ Lancet,’ vol. i, 
1895). I could then only find records of sixteen 
successful cases, although doubtless there were 
others unrecorded, and perhaps some records which 
I overlooked. I then attempted to show that the 
success of laparotom y depended almost entirelyupon 
its being undertaken early—that is to say, during 
the first twenty-four or thirty-six hours. I further 
pointed out that owing to inevitable delay, the 
employment of injection or inflation seriously 
diminished the chance of cure by laparotomy, to 
say nothing of the dangers peculiar to these 
methods. These views were not by any means 
generally accepted. The ‘Lancet’ expressed the 
opinion that attainment of success in children was 
not entirely dependent on the promptitude with 
which laparotomy was performed, and stated 
further that the results of abdominal section had 
not been so satisfactory that we could afford to 
discard the use of injection of air or fluid, which 
had often proved effectual. According to the 
writer of these editorial remarks, laparotomy should 
1 only be recommended when injection had failed. 
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Fourteen Cases of Intussusception in Infants treated by Laparotomy with no Mortality . 


Name and age. 

Date. ; rh,ration of 

1 symptoms. 

Nature of symptoms. 

—-- 


— 

— ! 

I. Jessie D — , 

4 months 

27 : 12 : ’93 

26 hours 

Passage of blood and 
mucus; lump in left 
iliac fossa 

2. Caroline S — , 

13 : 6 : ’OI 

36 hours 

Diarrhoea with blood and 

4 months 


mucus ; lump in left 
iliac fossa 

3. Walter P — , 

25 : 2 : 02 

15 hours 

Diarrhoea and vomiting for 

7 months 


a month, then blood and 
mucus 15 hours; lump 
right lumbar region 

4. Annie J — , 

5 : 4 : ’°2 

30 hours 

Blood and mucus; lump 
in right upper abdomen 

6 months 


5. Albert L — , 

12 months 

4:12: ’04 

24 hours 

* 

Diarrhoea with blood and 
mucus ; collapse ; lump 
in right hypochondrium 

6. Herbert B — , 

24 : 6 : ’07 

36 hours 

Blood and mucus ; tumour 

5 months 


left iliac fossa ; apex in 
rectum 2 inches from 
anus 

7. George L — , 

4 months 

16 : 1 : ’<>8 

3 days 

Blood and mucus ; treated 
with powders and gly¬ 
cerine enemata ; lump 
■V felt per rectum 

8. William L — , 
4 months 

21 : 5 : ’08 

12 hours ! Blood and mucus; lump 
| middle and left of ab¬ 
domen 

9. John E — , 

4 months 

20 : 6 : ’08 

24 hours 

Blood and mucus; lump 
left iliac region, felt per 
rectum , almost present¬ 
ing at anus 

10. James N — , 

11 months 

14 : I : ’09 

| 

18 hours 

Vomiting and constipa¬ 
tion for 11 days before 
onset; blood and slime; 
collapse; lump left hy¬ 
pochondrium 

11. Sidney C—, 

12 months 

J3 : 6 : ’09 

12 hours 

Blood and mucus; col¬ 
lapse; lump to right of 
umbilicus 

12. James D—, 

7 months 

i 20 :* 12 : ’09 

24 hours 

Blood and mucus; lump 
under right ribs 

13. Edwin D—, 

6 months 

! 

30 : 3 : ’lO 

1 

1 

6 hours 

Blood and mucus ; lump 
to left of umbilicus 

14. Ellen R—, J 

I : 7 : ’lO 

24 hours 

Blood and mucus; no 

6 months 

I 



tumour felt 


Condition found at 
operation. 


Ileo-ca;cal; easily reduced 


Ileo-caecal; much difficulty ! 
in reducing the last 2 ! 
inches, which took 15 
minutes to reduce; peri¬ 
toneum much cracked 
and torn 

Ileo-ca»cal; easily reduced 


! 

Ileo-caecal; easily reduced ! 
Ileo-caecal; easily reduced • 


Ileo-caecal; reduction easy, 
except last 2 inches, 
which took 5 minutes 
to reduce 

Intussusception found in 
rectum; imperfectly re¬ 
duced ; return of sym¬ 
ptoms ; second opera¬ 
tion ileo-caecal intussus¬ 
ception easily reduced I 
{vide text) 

Ileo-caecal; easily reduced 

Ileo-caecal; easily reduced I 


Ileo-caecal; reduction diffi 
cult; peritoneum torn 


Ileo-caecal; easily reduced 


Ileo-caecal; easily reduced; 
respiration stopped ; ar- ( 
tificial respiration 
Ileo-caecal-ileo-colic; the 
latter part required I 
traction to reduce it ! 


Enteric intussusception a | 
few inches above ileo- j 
ca;cal valve ; very easily 
reduced 


Remarks. 


Recovery delayed by 
superficial suppu¬ 
ration in wound. 
Good recovery. 


Good recovery. 


Good recovery. 
Good recovery. 


Good recovery. 


Good recovery. 


Good recovery. 


Good recovery. 


Recovery delayed by 
bronchitis. 


Good recovery. 


Good recovery. 


Recovery delayed by 
stitches giving way 
from constant cry¬ 
ing. Nine days 
after first operation 
intestines pro¬ 
lapsed. Abdominal 
wall stitched up 
again. 

Good recovery. 
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In 1897 Mr. Bernard Pitts (‘ Lancet, 1 vol. i, 
1897) recorded seven cases, with six recoveries. 

In 1905 Mr. H. Fagge(‘Ann. Surg. Philadelphia,’ 
March, 1905) reported eighteen cases, with seven 
deaths—mortality, 39 per cent. 

In the same year Mr. Cuthbert Wallace (‘Brit. 
Med. Journ.,’ vol. i, 1905), reported twenty cases 
with four deaths—mortality, 20 percent. 

In 1907 Mr. Charles P. B. Clubbe, of Sydney, 
was able to report (‘ The Diagnosis and Treatment | 
of Intussusception,’ Young J. Pentland, Edinburgh 
and London, 1907) 124 operations with forty deaths. 
In his last twenty-four cases there were only three 
deaths—a mortality of 12*5 per cent. He asks: 
“Can we expect this low death-rate to be main¬ 
tained or improved upon?” and his answer is, 
“Yes, I think so, if we get the cases early.” 

I am now able to record fourteen successive 
cases with no mortality. The number is not large, 
but it comprises all the cases that have come under 
my care. Fortunately, they were all early cases. 
They were all operated on with the least possible ; 
delay and without any previous treatment by 
inflation or injection. 

In all my cases the invagination occurred during 
the first year of life. The oldest was twelve 
months and the youngest four months. I believe 
the explanation of this frequency of the disease 
amongst infants is that for some months after birth 
the large intestine retains more or less the 
mesentery which it had during foetal life. As the 
mesentery of the caecum and ascending colon 
shortens and finally vanishes, so the tendency to 
intussusception diminishes and eventually dis¬ 
appears ; with an immobile caecum the commonest 
variety of intussusception, viz. the ileo-caecal, can 
scarcely occur. 

Ten of the children were males and four females. 
This preponderance of the male sex is in accord 
with general experience. Why intussusception 1 
should be so much more common in males, 
especially in early infancy, I do not know. 

With regard to the anatomical variety of the , 
invagination, one case was enteric, the lesion being 
a few inches above the ileo-caecal valve; one 
tfas ileo-caecal ileo-colic, i.e. after reducing the ! 
common ileo-caecal invagination a few inches of I 
ileum which had prolapsed through the valve had I 
to be drawn out. The other twelve cases were of 
the ordinary ileo-caecal variety, and in nearly all ( 


of them it was noticed that the caput caeci was 
the last part to unfold; in other words, the apex 
of the intussusception must have been formed by 
the invaginated caput caeci, and not by the ileo- 
caecal valve itself as is often stated in text-books. 
It must not, however, be assumed as some authors 
have done, that in these cases the invagination has 
started as a dimple in the caput caeci. I believe 
the trouble always begins at the valve itself, 
although quite early in the journey the caput 
becomes turned inside out and thus establishes a 
slight lead. 

Thus it will be seen that in thirteen of my four¬ 
teen cases the invagination involved the region of 
the ileo-caecal valve. Intussusceptions in any other 
part of the bowel are so rare that there must be 
something in the arrangement of the ileo-caecal 
junction of a child which favours the telescoping 
of the small into the large bowel. I cannot but 
think that in nearly every case of intussusception 
the trouble arises from what might be called want 
of tact on the part of the ileo-caecal valve. Let us 
suppose that the child’s bowels are disordered, and 
that unduly active peristalsis hustles the contents 
of the small intestine along so fast that it tries to 
pass the valve before it has been sufficiently 
digested. In these circumstances the valve would 
be perfectly justified inclosing, and firmly resisting 
the premature passage into the caecum; but it 
would be ill-advised if it continued to resist in the 
face of an overwhelming onslaught, for either it 
must be forced open, or else itself pushed bodily 
onwards into the caecum which it is trying to 
guard. 

In four of my cases there was a definite history 
of diarrhoea, vomiting, or constipation preceding 
the onset of the intussusception, and I believe 
that the more often one inquires for a history of 
previous gastro-intestinal disturbance the more 
often will it be found that intussusception occurs 
in children whose bowels are already disordered 
by flatulence or diarrhoea. 

The diagnosis of intussusception can usually be 
made fairly easily, provided always that the 
condition is suspected. 

The most important symptom is the passage of 
blood and mucus. The mother’s statement that 
the child has passed blood is not of much value, 
except to arouse suspicion as to the nature of the 
case; but the presence of blood and mucus on 
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the diaper or on the finger after examining the 
rectum is of the highest diagnostic importance. 
Blood and mucus may be passed in conditions 
other than intussusception, but then faecal matter 
is also passed. When a child passes blood and 
mucus, with little or no faecal material, I regard it 
as such good evidence of intussusception that I 
should never hesitate to open the abdomen, 
whether a tumour could be felt or not. 

One must be on guard not to be deceived by 
the appearance of these children. During the first 
twenty-four or thirty-six hours, when the child is 
not screaming with a paroxysm of pain, it often 
looks so well that it is difficult to realise that it is 
in the grip of a fatal malady. Often the temperature 
and pulse are normal. 

It often happens that no lump is to be 
detected in the abdomen before an anesthetic 
is administered. Abdominal distension or mus¬ 
cular rigidity (especially when the child is crying) 
prevent the hand from getting to the tumour; as a 
rule, when the anaesthetic is administered the lump 
is readily palpable. It is by no means always the 
sausage-shaped swelling usually described in text¬ 
books ; it more often feels rounded or globular. 
It may be situated anywhere except in the right 
iliac fossa, but is most commonly found somewhere 
near the umbilicus. 

• In some cases no lump can be felt even under 
the anaesthetic. This is the case when the intussus¬ 
ception is small or situated in the hepatic or splenic 
flexure, for in these situations it is more or less 
under cover of the ribs. 

In my fourteenth case no tumour was palpable 
even under the anaesthetic, the reason being that 
the tumour was very small and soft; it was of the 
enteric variety. 

The absence of a lump therefore must not 
deter the surgeon from opening the abdomen. 

Treatment .—I now come to the all-important 
subject of treatment, and my contention is that 
there is only one satisfactory way of curing 
intussusception, and that is by a laparotomy per¬ 
formed at the earliest possible moment. 

Although laparotomy has made steady progress 
during the last twenty years, there are still many 
surgeons who cling to the older methods of 
injection and inflation. Authors of text-books 1 
apparently do not like to leave out methods of 
treatment which have appeared in so many earlier 


j editions that they have almost established a right 
j to a particular page. 

For my own part, I am strongly of opinion that 
when efficient surgery is available, distension of 
the colon with wind or water is a method of treat¬ 
ment which should no longer be employed. II 
I were so situated that an abdominal section was 
impossible or unjustifiable, I should employ 
injection, but in no other circumstances would I 
do so. 

It cannot be denied that many intussusceptions 
have been successfully reduced by injection. Mr. 
Clubbe, in his valuable monograph, says that he 
had succeeded in 14 out of 138 cases. If this 
represents the average success, the chances are 
nearly 10 to 1 that the method will fail in any 
particular case. 

It is not difficult to understand why it should so 
often fail. To begin with, as nothing injected per 
rectum is likely to travel beyond the ileo-caecal 
valve, it can have no effect upon any but colic or 
ileo-cecal intussusceptions; no case of enteric 
intussusception could be at all influenced. Nor is 
it likely that the small intestine, prolapsed through 
the valve in the ileo-colic variety, would be forced 
back by hydrostatic pressure in the caecum. Any¬ 
one who has experienced difficulty in reducing the 
last few' inches of an intussusception would readily 
understand that hydrostatic pressure would have to 
be raised to a highly dangerous degree before it 
could possibly unfold the invagination. There are 
cases on record in which the intestine has been 
burst by distension, and it is reasonable to suppose 
that there are other cases which have not been 
published. 

One of the most cogent arguments against 
colonic distension is the difficulty of knowing 
whether an intussusception has been completely 
reduced. The disappearance of the tumour and 
the temporary relief of symptoms is no proof that 
the intussusception is cured. There is only one 
way of finding out, and that is to “ wait and see.’’ 

I firmly believe that the likelihood of recovery 
from intussusception is inversely proportional to the 
length of time it is left unreduced ; it follows, 
therefore, that an unsuccessful injection, by 
delaying reduction for a further period of perhaps 
twenty-four hours, adds greatly to the probability 
of a fatal issue. 

Nor does the presence of a tumour in the cecal 
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region necessarily indicate that the injection has Our experience of colotomy teaches us that the 
failed. It is by no means uncommon for an intestine can be handled without causing pain, and I 

cedematous caecum to form a palpable tumour believe that the intussusception may be squeezed 

after reduction. I have myself on one occasion without producing shock, provided one is careful 
opened the abdomen where injection had been not to drag on the intestine or mesentery. On the 

successfully employed, but a lump in the right othec hand, all our experience of stretching of 

iliac region suggested that reduction had been involuntary muscle-fibre points to its being pain- 
incomplete. The lump proved to be the cede- ] ful, and, therefore, shock-producing. The efforts 
matous caput caeci, and two or three tuberculous of the uterus in labour, of the heart in angina 
glands in the ileo-colic angle. I pectoris, and of the colon itself in an ordinary colic 

In performing laparotomy in infants all the are all illustrations of this. I cannot help thinking, 
usual precautions to minimise shock must be therefore, that the internal pressure of the rectal 
attended to, and everything got ready in advance, injection has no right to be considered more gentle 
so that there may be no delay during the operation, than the external pressure of the surgeon’s fingers. 

Blessed is the operator who has the assistance of The last piece of the invagination should always 
an anaesthetist who is not afraid of getting the be brought into full view in order to make sure 
patient properly under. Many anaesthetists, that the reduction has been complete, and the caecum 
especially those who are young and inexperienced, j and appendix should always be inspected before 
are so afraid of giving these infants an overdose closing the abdomen. Neglect of this precaution 
that they let the abdominal muscles go on straining may lead to what is sometimes erroneously called a 
and forcing the intestines out through the wound recurrence of the intussusception, 
during the whole operation. j This happened in my seventh case—an infant 

On several occasions I have only succeeded in | set. 4 months, who was brought to the hospital 
getting sufficiently deep anaesthesia by promising to with a history of having passed blood and mucus 
attend the inquest if the child died. for three days. It had been treated outside with 

I usually open the abdomen throught the right powders and glycerine enemata. The intussuscep- 
rectus. An opening large enough to admit two tion could be felt in the rectum. In my absence 
fingers is sufficient to begin with. It enables one a junior colleague opened the abdomen, found the 
to find the tumour, and often to reduce a consider- tumour, and pushed it up as far as the splenic 
able amount of it. The larger the incision the | region, where it seemed to disappear; he thought 
more likely are the coils of small intestine to j he had reduced it. I saw the child the next day, 
protrude. If there is a marked positive intra- I and finding that it w^as still fretful and passing 
abdominal pressure (as there always is when the j blood, I asked my colleague to re-open the 
patient is grunting or crowing with expiration), it is | abdomen. This he did, found the intussusception, 
quite useless to try and prevent intestinal prolapse, and reduced it completely ; it was of the ileo-ccecal 
It saves time to let them all come out, taking care | variety. 

to cover them up in a not too hot towel. At the I do not believe that intussusceptions ever recur 
end of the operation they are easily returned if only | when they have been properly reduced ; the wall 
the abdominal muscles are sufficiently relaxed. It j of the intestine is far too much thickened, 
is no good trying to push them back, but if the ! stiffened, and paralysed to allow it to turn itself 
edges of the abdominal wound are strongly held up I inside out again. There is, of course, no reason 
they fall back of their own accord. I why a child who has recovered from intussusception 

With regard to the best method of reducing the- j should not get it again ; but this should be called 
intussusception opinions differ. Some surgeons, j a second attack rather than a recurrence of the 
having found the tumour, reduce the bulk of it by j first attack. 

rectal injection of water, oil, or milk. Not having I Reduction was quite easy in all my cases but 
employed this method, I cannot speak of it from three. In these it took from five to fifteen minutes 
experience, but I am not disposed to try it, because to reduce the last two inches, and in two of them 
I cannot see any advantage over reduction by the peritoneum was extensively cracked and torn, 
gently squeezing the rectal end of the tumour. I and only very imperfectly stitched up. 
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The obstacle to reduction of the last few inches 
is the swollen condition of the apex of the 
intussusception. I do not believe that adhesions 
have anything to do with it, at any rate in early 
cases. 

The best way to deal with these last few inches 
is to make a steady uniform pressure on the 
tumour for several minutes with the object of 
squeezing the fluid away and so reducing the 
size of the intussusception. 

Unless the intussusception is gangrenous the j 
attempt to reduce it should not be abandoned 
until it is cracked or torn beyond the possibility of 
repair, for if it becomes necessary to excise the 
tumour the child’s chance of recovery is practically 
nil. 

I have not thought it wise to prolong the opera¬ 
tion in any of my cases by making any attempt to 
fix the caecum, or shorten its mesentery. 

I have always closed the abdomen by the 
usual three layers of suture. I think it is safer to 
reinforce the line of union by putting in three or 
four through-and-through stitches of fishing-gut. 

I draw attention to this point because my 
thirteenth case burst open and his intestines pro¬ 
lapsed nine days after the operation. His abdominal 
wound had been closed by the usual three layers. 
He cried almost incessantly—apparently because he i 
was not nursed in the way he liked. He was 
tranquil when in the nurse’s arms, but howled j 
steadily when laid in his cot. I had to sew him 
up a second time, inserting three layers of sutures j 
as before, but reinforcing them with four through- 
and-through fishing-gut sutures. 

I do not refer to the treatment of irreducible 
cases, for, as I have already hinted, if reduction 
cannot be accomplished the child will almost 
certainly die. 

My contention is that if the cases are diagnosed 
early and treated by laparotomy without wasting 
precious time over injection or inflation, recovery 
would almost always follow. 

Sir W. Watson Cheyne, F'.R.S., said Fellows 
of the Society would congratulate Mr. Roughton 
on the excellent results which he had obtained. 
There were few surgeons nowadays who would 
differ in any way from his remarks, certainly with 
regard to the advisability of operating in prefer¬ 


ence to doing anything else. Mr. Roughton was 
somewhat severe on authors who had retained 
reference to some of the former methods in their 
books, and he feared that he must himself plead 
guilty to the criticism, because when he and his 
coadjutor wrote the part of the ‘ Manual of Surgery ’ 
on intussusception, although he did not approve 
of injections, yet he had not the courage to leave 
them out altogether, and they were referred to 
in a half-hearted way. Rut in the present 
edition reference to injections had entirely dis¬ 
appeared, and no treatment was dealt with except 
operation. He presumed that the success of 
the operations depended in great degree on the 
selection of cases. And the results which Mr 
Roughton mentioned were based upon cases in 
which e^rly and late cases were mixed together, 
and probably the mortality was chiefly in the 
I late cases. If one had a case in a few hours, 

! unless some accident happened it was difficult 
■ to see why the child should die. There were 

I some cases, however, where, apart from the 
duration of the trouble, the cause of the intus¬ 
susception might lead to a very serious result— 
for example, where the intussusception is accom¬ 
panied, if not caused by, haemorrhage into the 
walls of the intestine. He had seen one or two 
of those cases, and there he thought the primary 
trouble was the haemorrhage rather than the 
intussusception. But, taking the great majority 
of cases where it was probably due to some 
irregular contraction of intestine, Mr. Roughton’s 
theory of ileo-caecal valve causation was probably 
correct. When these cases were seen within 
j twenty-four hours, certainly within twelve hours, 
the vast majority of them recovered. 

! Mr. T. H. Kellock said Mr. Roughton was to 
| be congratulated on the successful series of cases, 
and also on the fact that amongst them there were 
| none in which there was any difficulty in reduction. 

As the author remarked, there was no branch of 
1 surgery in wffiich there had been a more definite 
advance in the last few years than in the treatment 
of intussusception. There was one point upon which 
he must differ from Mr. Roughton, namely, the 
absolute discarding of all forms of inflation. He 
(Mr. Kellock) remembered the time when all 
intussusceptions were treated by inflation, and the 
result was that a small percentage of cases were 
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cured. It was a small percentage, but still, cure 
did follow. He had himself seen several cases 
cured by inflation. What happened in the others ? 
They recurred, and probably the recurrence took 
place in a few hours. In the meantime inflation 
had reduced the intussusception, probably up to 
that last little bit which Mr. Roughton spoke of, 
which was very difficult to reduce. With the 
fingers inside the abdomen it was usually easy to 
reduce the greater part of these intussusceptions, 
except the little difficult piece about two inches 
from the ileo-caecal valve. His principle was that 
one should use what good there was to be derived 
from inflation—to use inflation to reduce the 
intussusception to the last little bit of which he 
spoke. Mr. Roughton stated that after inflation 
the surgeon could only ‘‘wait and see,” but he 
(Mr. Kellock) would rather say “go and see”: 
open the abdomen over the ileo-caecal region by 
splitting the muscles as for an operation to remove 
the appendix and take out and feel that last inch 
or so. By carrying out that procedure the shock 
to the child was infinitely less than that which 
followed opening the abdomen by a long incision. 
He contended there was much to be gained by 
the combined procedure. Mr. Roughton had 
not mentioned what had been an extraordinary 
advance recently in the treatment of intussuscep¬ 
tion, namely, spinal anaesthesia, which produced 
so much laxity of the muscles of the abdominal 
wall that the contents of the abdomen could be 
manipulated almost as at a post-mortem examina¬ 
tion. A danger which had been mentioned by 
nearly everyone who wrote on the subject was that 
of the abdominal wound bursting. That was not 
peculiar to intussusceptions ; it was common to all 
forms of abdominal section in babies. Probably 
all surgeons had had to deal with cases of intus¬ 
susception which had burst in that way, and that j 
fact supported his advocacy of the combined 
procedure. The danger of bursting of the abdominal 
wall by the screaming of the child was much 
reduced by that small incision, as was also the 
liability to hernia following. Mr. Kellock mentioned 
the great frequency of intussusception in boys ; he 
said it was difficult to account for, but it was a fact. 
He had recently operated upon a boy who had had, 
apparently, five attacks of intussusception. The 
intussusception was reduced by inflation the first 
time, the second time he opened the abdomen and 


reduced an enteric intussusception, but later the 
| child was brought to him one morning having 
previously had at home symptoms of intussus¬ 
ception, which the doctor had treated by inflation. 
Some months afterwards the boy was brought back 
j again. He opened the abdomen and reduced an 
, ileo-caecal intussusception. On a later occasion 
! still the symptoms recurred and he again operated, 

^ reducing an ileo-caecal intussusception and plicating 
I the mesentery. That apparently was successful, 

; for he had not seen the patient since. That was 

his only experience of a relapsing intussusception. 

j 

I Mr. Willmott Evans congratulated Mr. Rough- 
; ton on his remarkable series of cases, and desired 
| to say a few words first of all about the aetiology, 
j Some years ago he examined the question fairly 
, fully, and he was inclined to attribute intussuscep¬ 
tion to the irregular peristalsis set up by teething- 
powders. In each of the cases he investigated the 
child was given one or two teething-powders a few 
hours before the symptoms came on. Of course 
too much stress must not be laid on that, considering 
the frequency with which teething-powders were 
given to children. He thought Mr. Roughton’s 
j explanation of the mechanism of intussusception 
was a very probable one. With regard to the last 
part of the reduction of the intussusception, he 
thought it was always advisable .to bring that last 
j piece of bowel out of the abdomen to reduce it, so 
I that one could see it was reduced. It was easily 
brought out if the abdominal wall was lax. Intussus¬ 
ceptions were more easily reduced than formerly, 

| because the cases were seen earlier by the surgeon. 
The public were now begining to understand the 
treatment and the nature of the condition, and 
medical men sent the cases earlier to the hospital. 
He had himself operated upon six up to the present 
lime. None of those had been injected at all, and 
that fact might have contributed to the success of 
the operation. He agreed that if a case were a 
late one and inflation had been tried unsuccessfully, 
the operation was not so likely to be successful. 
He had seen only one case of an attempt at an 
adhesion, but it was not more than lymph on the 
peritoneal surfaces : probably it would have gone on 
to adhesion if it had been left. 

Mr. Hugh Lett, in discussing the diagnosis of 
intussusception, said he would have liked to hear 
the opinion of the Fellows of the Society on the 
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frequency with which a tumour could be felt in j 
these cases. It was a point in diagnosis which had 
always interested him, principally, perhaps, because 
of the varying statements made by writers on the 
subject. In one well-known text-book the authors 
said that a tumour could be felt in 50 per cent, of j 
the cases. In the light of his own experience Mr. ; 
Lett felt sure that this estimate was much too low, | 
and thought that a tumour could be felt in at 
least 90 per cent, of cases—at any rate in children 
less than twelve months old, provided that a 
thorough examination were made. He had operated 
upon some thirty-five cases, and in all of them he 
had been able to feel the intussusception. 

If a tumour could not be felt without an anaes¬ 
thetic, the child was anaesthetised and a further I 
examination made. All preparations for operation 
were first completed, so that in the event of opera¬ 
tion it was not necessary to anaesthetise the child I 
again. A rectal examination should always be 
made, and much help was derived from a bimanual 
examination, the free hand being placed upon 
the abdomen; in this way practically the whole 
abdomen could be examined in an infant. 

The tumour varied in its features, but one of the 
most important points was its contraction from a 
soft elongated swelling to one that was harder and 
more closely resembled the classical shape of a 
sausage. This contraction was frequently excited 
by manipulation. Other noteworthy features were 
the changes in the locality of the tumour and the 
way in which it sometimes slipped away from under 
the fingers, as a result no doubt of partial reduc¬ 
tion. 

With regard to inflation, he thought Mr. Kellock j 
had made out a very excellent case for it as a 
method of partial reduction. Though personally 
he had not much experience of this method, there 
was one class of case in which he would use it 
without hesitation. Some time ago he had a case 
which he subsequently reported before the Society 
for the Study of Disease in Children. The patient 
was a boy, set. 3 years. He was brought to the 
hospital with severe abdominal pain, mucus and 1 
blood were passed by the rectum, and there was a 
lump in the abdomen. So far it appeared to be a 
straightforward case of intussusception, but in 
addition to the above symptoms there were a few 
purpuric spots on the scrotum and on the shins, 
and he had had pain in the joints a few days 


before. There seemed little doubt that he was in 
an early stage of Henoch’s purpura. Knowing 
that in this condition abdominal tumours were 
sometimes met with as a result of haemorrhage 
into the mesentery and intestinal wall, he at first 
hesitated to operate. But the symptoms were 
urgent and sufficiently characteristic of intussus¬ 
ception to make him think it advisable to do so. 
Accordingly he operated, found an intussusception, 
and reduced it. This case was of considerable 
interest. The occurrence of an intussusception 
during the course of an attack of Henoch’s purpura 
is rare, but an even greater point of interest was the 
condition of the wound after the operation. There 
was very little attempt at healing, the wound and 
surrounding tissues became purpuric, and eight 
days after operation it gaped and sloughs appeared 
on its surface. The child died ten days after the 
operation from another intussusception, which had 
its origin in the small intestine eighteen inches 
above the original one. 

With regard to prognosis, it was abundantly 
proved that the longer the delay from the onset of 
the intussusception to the time of operation the 
greater the mortality; if the intussusception could 
not be reduced resection in children under twelve 
months nearly always proved fatal, though recently 
there had been one or two isolated case which 
were successful. 

Lateral anastomosis between the intestine above 
and below the irreducible part of the intussuscep¬ 
tion is a recent method of treatment which 
promises well. Rapidity of operation, diminution 
of shock as far as possible, the administration of 
rectal salines, and spinal anaesthesia, were most 
valuable in helping to procure a successful issue. 

Mr. V. Warren Low said he also would like to 
congratulate Mr. Ronghton not only on the 
success of his cases, but also on having had 
fourteen cases of intussusception. At general 
hospitals one saw fewer cases of intussusception 
nowadays. He could remember the time when 
such cases were taken to the medical wards, and 
what happened to them was that inflation was given 
very often by the house-physician before the 
physician appeared. A second inflation by air or 
fluid was given when the physician appeared, and 
perhaps the third attempt was made by the 
surgeon before operation was attempted. Of 



24O The Clinical Journal.] 


DISCUSSION. 


[July 19, 1911. 


course with that succession of events the results of 
the cases were almost always fatal. As far as the 
Great Ormond Street Children's Hospital was 
concerned, it was owing to Mr. Pitts that the 
course was altered. He took a very bold line of, j 
on one occasion, refusing to have anything to do 
with a case in which the—at that time—routine 1 
treatment had been carried out. Consequently 
one now saw cases of intussusception taken directly 
to the surgical wards, and they were almost invariably ! 
operated upon within a few hours of their 
admission. He was very much of the same view 
as that expressed by Mr. Kellock as to the 
advantages of inflation and injection. His own j 
practice was to inflate by means of fluid, but , 
he supposed it made very little difference whether ^ 
it was fluid or air. With the assistance of inflation 
only a small wound was necessary. He did not j 
make use of it until his fingers were in the abdo¬ 
men, and then only if he had difficulty in teasing 
up the tumour from the left side of the abdomen. I 
He had a catheter in the rectum ready and the 
apparatus ready. If there was difficulty in reducing a 
the tumour on the left side of the abdomen he | 
allowed some fluid to be run in until the intussuscep¬ 
tion was reduced to its last inch. Then, as his | 
wound was in the cascal region, he found no 
difficulty in bringing an ileo-csecal intussusception t 
on to the surface of the abdomen. In that way I 
reductidh was much facilitated and shock very 
much lessened and the operative procedure much 
shortened. If one read the recent accounts of the 
operations under spinal anaesthesia in cases of 
apparently irreducible intussusception, it would be 
admitted that it did not seem such an invariably 
fatal procedure as it used to be. During the last 
year he had seen two cases of recovery recorded, 
and last July he had a child of four months 
brought into the St. Mary's Hospital who had had 
an intussusception for twenty-four hours. He 
reduced it to the last inch, and then after using the 
continuous pressure which Mr. Roughton had 
referred to, and which was so useful to squeeze 
blood and lymph out of the swollen intussusceptum, 
he still found himself unable to reduce it. He had 
to open the intestine and cut out the intussus¬ 
ceptum, comprising a portion of the ileum, caecum, 
and appendix, and stitch it up, very much like 
Maunseirs method of resection, and the child did 
well. There were two cases of Mr. Pitts' j worth 


recalling as they were two cases in the same 
family, and they were both chronic. The first case 
came into Great Ormond Street Hospital, where 
it was treated for a month in the medical wards by 
injections. The intussusception recurred, and was 
probably each time almost reduced by injections. 
Finally, the case was operated upon by Mr. Pitts, 
who performed resection and the child did very 
well. Four years later the mother brought another 
child, also a boy, to the hospital, and in that case 
she made the diagnosis herself. But in this case, 
although the same procedure was followed the child 
died. The discussion had been very interesting, 
and he looked forward with interest to Mr. 
Roughton's reply. 

Mr. Roughton replied that in regard to the 
so-called combined method his remarks were 
based only on theory. But he was willing that 
his opinion should bow before the opinions which 
others had expressed as the results of their ex¬ 
perience. He was glad to hear everybody con¬ 
demned the use of inflation as a preliminary- 
method where there was no definite intention 
in the mind of the medical man to perform 
operation afterwards. There was possibly some¬ 
thing to be said in favour of the combined 
method. He had not mentioned spinal anaes¬ 
thesia, because it had not been introduced at 
the time he did the last of the series of opera¬ 
tions of which he had spoken. If he had 
another similar case he would be tempted to 
use spinal anaesthesia. 


By-effects after Injection of Salvarsan.— 

Leven has reported a case of transient collapse 
after intra-venous injection of salvarsan, and reports 
a still more serious case. An intra-venous injection 
of 0*3 gm. of salvarsan in a middle-aged patient 
1 was followed at once by cyanosis and nausea, and 
the face swelled enormously and the tongue became 
! too large to pass between the lips. Intense head¬ 
ache and retching completed the picture, but the 
symptoms subsided after twenty minutes except for 
the swelling in the face. By the next morning 
nothing was left of the disturbances but moderate 
oedema of the eyelids. The pulse and temperature 
had been persistently normal .—Journ. A. M. A , 
vol. Ivii, No. 1. 
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LECTURE 

ON 

“SORE THROAT.’* 

By HERBERT TILLEY, B.S., F.R.C.S., 

Surgeon, Ear and Throat Department, University College 
Hospital, London; Laryngologist to the Radium 
Institute. 


Gentlemen, —To-day I propose to speak to you 
concerning the diagnosis and treatment of some 
of the commoner types of sore throat which you 
will meet with in general practice. 

The symptom is a frequent one, it may occur at 
any age, and not infrequently it is one of the 
earliest signs of grave constitutional disorders, and 
so for the sake of your patients as well as your own 
reputation it is well that you should have some 
clear idea of the clinical significance of the 
symptom. 

Let us start with the more acute types of sore 
throat seen in little children, and if those of you 
who have spent a term of two or three months in 
the ear and throat department will recall your 
experiences, I think you will agree with me that it 
is quite uncommon for children up to four years of 
age to complain of sore throat, and this even though 
so many of them suffer from enlarged tonsils. 
But when a child of these tender years does 
complain of that symptom, let me warn you not 
only to make a careful inspection of the throat, but 
never to neglect two other precautions viz.: 

(1) Look for a rash on the chest, abdomen, 
back, or limbs. 

(2) Take the patient’s temperature. 

Neglect of these essentials has blasted the reputa¬ 
tion of many doctors, for if after an examination 
of the throat alone a good prognosis has been 
given and next day the rash of scarlet fever or 
measles or symptoms of acute rheumatic fever or 
even influenza appear, it will require a good deal 

• Delivered at University College Hospital. 
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of ingenuity on the part of the doctor to retain the 
confidence of those who consulted him. 

So that my first advice to you to-day is that when 
a little child complains of sore throat keep your 
mind open for eventualities and larger issues, and if 
these do not materialise those concerned will thank 
you for your prudence and give you their con¬ 
fidence in the future. 

From the fourth or fifth year onwards attacks of 
acute lacunar tonsillitis—the so-called “ ulcerated 
throat ”—became more frequent. In such patients 
there will be sore throat, with pain on swallowing, 
some difficulty in opening the mouth widely, pyrexia 
from ioi° to io 4°F, and often enlarged, painful 
glands in the neck. 

After a day or two the sufferer looks and feels ill. 

When you inspect the throat it will be seen to 
be red and swollen, and the tonsils enlarged, red, 
and dotted with yellow spots found by an accumula¬ 
tion in the lacunae of epithelium, pus-cells, organisms 
and inflammatory secretions. As a rule these 
yellow spots are confined to the tonsil substance 
and are discrete, z. e. they do not run together to 
form patches : but you must not lay too much stress 
on this last point, because sometimes the mouths 
of two or three crypts are close together and the 
intervening epithelium is destroyed by the inflam¬ 
matory process so that a patch of yellowish 
secretion is seen, and you may wonder whether it is 
the membrane of diphtheria. In acute lacunar 
tonsillitis the secretion is generally soft and non- 
adherent to the tonsil substance so that it can 
easily be dislodged with a small wool mop or fine 
forceps and no bleeding results. 

The diagnosis between this condition and 
diphtheria is often extremely difficult, but you 
will not often go wrong if you bear in mind the 
following facts which help in differentiating the 
two conditions : 


Tonsillitis. 

Sudden onset. 

Chill or rigor. 

Temperature 103-105° F. 
Vomiting uncommon. 
Albuminuria infrequent. 
Tonsils considerably en¬ 
larged. 

Discrete exudation limited 
to lacunas of tonsils. 


Diphtheria. 

Most insidious onset. 

Chill or rigor uncommon. 

Temperature ioi°-io2°F. 

Vomiting frequent. 

Albuminous urinecommon 

Tonsils not much enlarged 
unless previously hyper¬ 
trophied. 

Membranous exudation on 
tonsils, pillars of fauces, 
uvula and posterior pha¬ 
ryngeal wall. 


Tonsillitis. 

Secretion easily wiped 
away. 

Hyperaemia of soft palate. 

Paralytic sequelae very rare. 

No disappearance of knee- 
jerk. 

Bacteriological examina¬ 
tion reveals staphylo¬ 
cocci, streptococci, and 
pseudo-diphtheritic 
bacilli. 


Diphtheria. 

Membrane adherent, and 
leaves bleeding surface 
on removal. 

Soft palate almost normal 
in appearance. 

Paralytic sequelae common. 

Knee-jerk often disappears 
early. 

Klebs-Loeffler bacilli. 


Remember that such distinctions must only 
guide you in your diagnosis, for transition forms 
may make differentiation next to impossible, e,g. 
in those cases of tonsillitis which are sometimes 
met with in homes where diphtheria has occurred, 
and which are followed by paralytic sequelae. 

Again, diphtheria may commence with the 
appearances of tonsillitis and only later manifest 
clear signs of its real nature. 

It will therefore be wise of you, when in doubt, 
to isolate the patient and treat it as a case of 
diphtheria, and in the meantime demand that an 
expert bacteriological examination be made of the 
secretions in the throat. A full dose of antitoxin 
will do little harm and may be of great value, for 
if the pathologist should report that Klebs-Loeffler 
bacilli are present you will not have lost valuable 
time, and I need scarcely remind you that in order 
to get the full benefit of antitoxin it should be 
given early and in full doses. 

From puberty to fifty years of age acute tonsillitis 
is not uncommon, and the brunt of the inflamma¬ 
tion may fall either on the lacunae, the parenchyma 
of the tonsil, or the connective-tissue bed of the 
gland, and hence we have three fairly well-defined 
types, viz. (1) lacunar tonsillitis; (2) parenchymatous 
tonsillitis; (3) peritonsillitis, which frequently ter¬ 
minates in suppuration or abscess and is called 
“ quinsy.” 

I have already spoken of the symptoms of 
lacunar tonsillitis, and those of forms 2 and 3 do 
not materially differ from them except that the 
difficulty of opening the mouth is possibly a more 
characteristic symptom when the substance of the 
tonsil or the peritonsillar regions are inflamed. 

When the gland substance is inflamed—paren¬ 
chymatous tonsillitis—the tonsil is red and enlarged 
and often the uvula is cedematous. The cervical 
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glands behind the angle of the jaw are enlarged 
and tender. The temperature may be only slightly 
raised but the pain on swallowing, the general dis¬ 
comfort and disinclination to take food soon render 
the patient weak and ill. 

If you incise such a tonsil you will notice that it 
is very tough and of a gristly feel, and your incision 
will not give the patient much relief but a good 
deal of pain. Resolution of the inflammation 
usually occurs in about five or six days. 

In peritonsillitis or quinsy the inflammation is 
mainly in the regions around the upper and outer 
side of the tonsil and probably the infection arises 
from what is not quite accurately spoken of as the 
41 supra-tonsillar fossa ”—a small space situated in 
the upper pole of the tonsil to which access can 
usually be gained by passing a blunt probe upwards 
and outwards behind the, upper end of the anterior 
pillar of the fauces. Here inflammatory products 
are apt to accumulate, and if they do not readily 
escape into the throat the regions to the outer side 
of the tonsil become infected, so that acute in¬ 
flammation takes place. There is much swelling, 
cedema and redness of the surrounding tissues, and 
not infrequently suppuration occurs on the fourth 
or fifth day. 

The clinical picture is generally characteristic. 
The patient looks weary and ill, his talking would 
suggest that he had a plum in his mouth, and his 
hesitating speech is still further embarrassed by the 
constant mopping of saliva from the lips and mouth 
because this is an easier task for him than the more 
painful one of swallowing his secretions. 

You will notice some fulness behind the angle 
of the jaw, and if you examine this region the 
patient will wince if you press hardly on the in¬ 
flamed glands. 

When you attempt to examine the throat you 
will notice with what difficulty and pain the mouth 
is partially opened, how foul is the tongue, and how 
viscid the secretions in the throat. 

The affected side of throat is swollen, red and 
cedematous, and you will observe how much the 
soft palate is bulged forward, so that the tonsil 
though possibly somewhat enlarged, is pushed 
downwards and inwards and often the cedematous 
uvula lies against it. 

In fact, we are in the presence of an inflamma¬ 
tion which, primarily arising in the upper region of 
the tonsil, has spread to the connective tissue above 


and to its outer side, suppuration has occurred and 
forced the tonsil downwards and inwards, and 
associated with these local changes are those 
general constitutional symptoms which usually 
accompany pus formation, viz. pyrexia from ioi° F. 
to 103° F., a feeling of illness which is indescrib¬ 
able, sleeplessness, loss of appetite and so on. 

Treatment —Let us now consider the treatment 
of these different forms of acute inflammation of 
the tonsil. 

It will be wise in any form of tonsillitis to advise 
rest in bed and to clear the bowels with two or three 
grains of calomel followed by a saline aperient. 

We have then to consider what will be the best 
form of local and general treatment. 

In very young children probably the salicylate 
of soda acts as well as any other drug, and should 
the throat condition be a herald of acute rheuma¬ 
tism our choice will have an additional advantage. 
If the temperature be high, the tincture of aconite 
may be added to the salicylate and given in appro¬ 
priate doses until perspiration has occurred or the 
temperature has been reduced. Many of these little 
people positively enjoy pastilles containing small 
quantities of formalin combined with sugar of 
milk, and there can be no harm in giving them, 
although I do not suppose that they deal such a 
speedy death to microbes as the popular adver¬ 
tisements would have us believe. 

Few things give so much local relief as the injec¬ 
tion of hot alkaline lotions into the throat, for they 
“cut the phlegm” and act like a warm poultice, 
but you must have a proper syringe and employ a 
well-ordered method. 

For your lotion I would suggest about three- 
quarters of a tumblerful of warm water in which is 
dissolved half a teaspoonful of bicarbonate of 
soda and a similar amount of ordinary table-salt. 
To this add one teaspoonful of Sanitas or 
“ Listerine.” Procure a rubber-ball syringe, which 
will hold about three ounces of liquid, and pos¬ 
sessed of a firm, straight end-piece. Place a good- 
sized basin in front of the patient, and takir% his 
head “ in chancery ” get him to, or make him, open 
his mouth, insert the nozzle of the syringe as far 
back as the fauces, and then syringe firmly and 
continuously until you have emptied the syringe. 
You will be surprised at the amount of mucus and 
secretion which come away and the relief which 
you will give to your patient for even the youngest 
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of them rarely resents the method after one or two 
trials. It is an excellent method for removing 
diphtheritic accumulations in the throat, and I 
have never seen an accident resulting from its use, 
probably because the reflex contraction of the soft 
palate prevents any of the fluid finding its way 
through the naso-pharynx into the tympana. 

I need scarcely say that sprays are absolutely 
useless in children, and of little more value in 
adults, while to suggest gargles for a patient with 
an acutely inflamed throat is the best proof you 
could give that you yourself have never suffered 
from a similar condition. 

In adults I am very fond of giving full doses of 
perchloride of iron for the different forms of acute 
tonsillitis. Many of you will often have seen me 
order the following prescriptions in such cases: 
Liq. ferri perchlor., Tl^xv; liq. hydrarg. perchlor., 
1 T[ xxx; tr. nuc. vom., mv; glycerine, 3j; aq. 
chloroformi ad 3j ; 6 tis horis. 

It is a very nasty-tasting combination, but its 
antiseptic properties are obvious, and I am old- 
fashioned enough to think that the stronger 
preparations of iron have some specific influence in 
aborting or minimising septic inflammations of the 
throat. 

When the tonsillitis is associated with rheumatic 
symptoms, the preparations of guaiacum will often 
give excellent results. Should pain be very severe, 
aspirin in ten-grain doses will often give great 
relief, and if your patient says he cannot swallow 
because of the pain it causes him, you may give 
him courage as well as relief by telling him to 
press tightly in front of the tragus when he swallows, 
and that act will be robbed of nearly all its discom¬ 
fort. I cannot explain the reason for this, but it 
is a practical fact well worth your knowing, and 
you can prove it on the first case of acute 
tonsillitis you meet with. 

When pus has formed in peri-tonsillitis—and this 
will generally be the case about the fourth or fifth 
day—it should be evacuated, and to successfully 
openfthe abscess let me remind you again that it 
is situated above and outside the tonsil, and there¬ 
fore your incision should really be made in the soft 
palate. 

As a rough guide let me suggest the following : 
“ Draw a horizontal line through the base of the 
uvula and another vertical one level with the 
inner surface of the tonsil then enter your bistoury 


in the outer of the two angles made by the crossing 
of the lines. Plunge in your bistoury at least half 
an inch and withdraw it downwards and inwards. 
If you do not strike pus, pass into the opening a 
pair of forceps and gently open them in one or two 
directions and you will nearly always evacuate pus 
if an abscess has formed. 

Do not incise the tonsil itself. Some text¬ 
books warn you of the proximity of the carotid 
artery ; that is a bogey which should have been long 
since laid low, but students and practitioners 
remember it when they have forgotten many more 
important facts. The carotid artery is a long way 
external to the trouble you are dealing with, but if 
you incise the tonsil it will only give the patient 
unnecessary pain, and your suggestion that the 
“bleeding will give relief” will probably receive a 
rude shock when, at your next visit, you see the 
patient looking more weak and miserable than ever. 

An attack of acute tonsillitis in any form often 
leaves the patient very weak, so you will do well 
to order him to the seaside for convalescence, or, 
if that is not possible insist on rest, plenty of 
nourishing food, and tonics. 

Finally, if lacunar tonsillitis frequently occurs in 
any one household, insiston having the drains in¬ 
spected, and if your patient is “subject to quinsies” 
it will be well to have the tonsil enucleated, because 
you may take it for granted that the attacks of peri¬ 
tonsillitis are due to some focus of infection in the 
upper regions of the tonsil, which only operative 
interference can successfully cope with. 

I shall not speak to you of “ulcerative ton¬ 
sillitis ” nor of Vincent's angina, and we must not 
delay to discuss those forms of acute sore throat 
due to streptococcic or pneumococcic ulceration. 
My object is only to review the common types of 
acute and chronic sore throat which you will 
frequently see in every-day practice. 

Chronic Sore Throat . 

There are several types of chronic sore throat 
which you may be called upon to treat, and by 
“ chronic ” I mean those cases where there is some 
discomfort or soreness of the throat, which, while 
it may not prevent the patient from attending to 
his work, yet, nevertheless causes him uneasiness, 
and, if he or she be of a nervous disposition, may 
give rise to doubt as to the presence of “cancer,” 
or “consumption,” or “some real disease” 
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(1) Accumulation of inflammatory secretions in 
the intratonsillar fossa .—From puberty onwards 
one of the commonest causes of pain in the throat 
is an accumulation of septic matter in the intra- 
tonsillar fossa situated in the upper region of the 
gland—sometimes, but wrongly, termed the “ supra- 
tonsillar fossa,” for the space referred to is in, not 
above, the tonsil. 

Directly such products are retained under 
tension some soreness of the throat is complained 
of, or pain shooting towards the ear, and swallow¬ 
ing may also be painful. If you illuminate the 
throat well and draw outwards the upper region of 
the anterior faucial pillar the whitish accumulation 
is often obvious in the fossa, and its removal gives 
immediate relief. The recurrence of symptoms 
may be prevented by snipping away a small portion 
of the pillar so that ,free drainage of the fosca is 
provided for, but if recurrence should take place it 
will be wiser to enucleate the tonsil. 

Sometimes the septic accumulations become 
calcified and form a calculus or tonsillolith, and 
from personal experience I can testify to the 
discomforts which such a condition may give 
rise to. 

(2) Chronic inflammation of the tonsils .—In this 
condition some degree of sore throat is a constant 
symptom, for the crypts or lacunae of the tonsils are 
filled with septic accumulations similar in nature 
to those described in acute lacunar tonsillitis. In 
patients the subject of this condition the breath 
is often unpleasant and the general health indif¬ 
ferent. In many cases the tonsils are not enlarged— 
in fact they may be small, and hidden between 
the pillars of the fauces, and only by drawing back 
the anterior faucial pillar or by pressing against the 
outside of the tonsil can the yellow accumulations 
within it be dislodged. In other words, it is the 
degree of sepsis rather than the size of the tonsil 
which should determine your line of treatment. 

The only treatment of permanent value is 
removal of the tonsils in their entirety by enucleating 
them from their capsule, for it must be obvious 
that gargles, pastilles, or the application of anti¬ 
septic remedies to the diseased crypts cannot do 
more than temporarily improve the condition. 

(3) Secondary syphilitic ulceration of the fauces .— 
This*is by no means an infrequent cause of chronic 
sore throat, and some of you may remember the 
young man whom we saw last week who had 


complained for six weeks of sore throat due to this 
lesion. 

As a rule the appearances are very characteristic. 
The tonsils, soft palate and fauces are swollen and 
red, and opaline patches are seen upon them just 
as if the mucous membrane had been painted with 
nitrate of silver. Similar patches are often seen 
on the mucous membrane inside the lips and 
cheeks and the cervical as well as other lymphatic 
glands are enlarged. More often than not a 
typical rash may be found on the trunk or limbs, 
and you should never fail to look for it as for other 
signs of syphilis on the genitalia. 

If you are in any doubt as to the diagnosis it 
would be well to have the Wassermann test made, 
for you incur a very grave responsibility in making 
a diagnosis of syphilis and instituting what may be 
a long course of treatment if there is any uncertainty 
as to the real nature of the case. Such doubts may 
arise, for sometimes no history of infection is 
obtainable, no rash may be visible, and your sus¬ 
picions are founded on a small opaline-patch on 
one swollen tonsil. Under such circumstances it 
will be wiser to wait for some definite manifesta¬ 
tions which will clinch the diagnosis. 

We cannot stop to discuss the merits of treat¬ 
ment by the oral administration of mercury as 
compared with inunctions, injection of soluble or 
insoluble preparations of that drug, or the treat¬ 
ment by “606.” Each method has its advocates, 
but I am sure that no one method is best for all 
cases. 

It is difficult to understand why typical secondary 
syphilis of the throat is overlooked so frequently. 
A few days ago I was examining some qualified 
students who, from the nature of their daily work, 
must have seen many cases of syphilis of the throat. 
We showed them a very ordinary case of secondary 
syphilis of the tonsils in a stout young woman who 
had also enlarged cervical glands, and yet their 
first suggestion was “ tuberculosis of the throat,” 
and one man suggested “ cancer.” We almost had 
to squeeze the correct diagnosis from some of 
the candidates. 

(4) Granular pharyngitis .—This condition is a 
frequent cause of chronic sore throat and is not 
rarely combined with a granular condition of the 
mucous membrane covering the salpingo-pharyn- 
geus muscle immediately behind the posterior 
faucial pillar. If the posterior wall of the pharynx 
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be well illuminated you will notice the granules 
looking like small patches of apple jelly applied to 
the mucous membrane. 

It is curious what discomfort a few of these 
granulations will cause. 

Their treatment must be based on two principles : 
(1) The consideration of the general health from 
the point of view of anaemia, indigestion, constipa¬ 
tion and so on ; (2) they may easily be destroyed 
by the application of the galvano-cautery after the 
preliminary application of a 15 per cent, solution 
of cocaine. 

(5) Congestion of the fauces and pharynx from 
excesses in smoking and drinking .—This is one of 
the frequent causes of sore throat in adults and 
generally in the male sex. When you find the soft 
palate, fauces and pharynx very congested and the 
patient retches when you depress his tongue or 
even when he opens his mouth widely, the diag¬ 
nosis of alcohol or tobacco or both together is 
often correct and the treatment will rest almost 
entirely with the patient. 

He will frequently protest how little he drinks 
or smokes and you must then tell him that in his 
case a small amount acts as strongly as excessive 
amounts in other men, and that while many people 
can take large doses of quinine with advantage yet 
one grain will upset others. 

Beyond these conditions which I have men¬ 
tioned I am well aware of many Others, such as the 
tertiary manifestations of syphilis, the lesions of 
tuberculosis and malignant disease, but we have 
not time to discuss them, and perhaps it is scarcely 
necessary, because as a general rule they are 
fairly easy to recognise, and the general principles 
which guide us in their treatment are well known 
to you or can be studied at your leisure in the 
many text-books devoted to the diseases of the 
nose and throat. 

July 24th, 1911. 


Electrical Remedies for High Arterial 
Tension. — Allen claims that high frequency 
currents reduce blood-pressure by removing the 
exciting cause; prevent auto-intoxication, and 
relieve diabetic conditions. Fulguration removes 
moles and small questionable epithelioma. Heat 
penetration causes increase of heat at a distance 
from the point of application and therefore relieves 
in joint conditions, contusions and non malignant 
exudat es.—foum. A . M. A., vol. Ixvii, No. 1. 


THE APPENDIX, ITS RELATION TO THE 
CAUSATION, AND SURGICAL 
TREATMENT, OF AFFECTIONS OF THE 
ADNEXA.* 
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M.A.O.(Hon. Causa.)., F.R.C.S.I.A Ed. 
Formerly University Professor and Examiner in Obstetrics 
and Gynaecology in the Queens and Royal Uni¬ 
versities of Ireland ; President of the Obste¬ 
trical and Gynaecological Section of the 
Royal Society of Medicine. 


I suppose all will admit the importance of the 
relations that morbid states of the appendix bear 
to the pelvic drgans of women, and that an 
acquaintance with them is essential alike to the 
gynaecologist, the general surgeon, and the prac¬ 
titioner. It is because I do not find in the past 
‘ Proceedings ’ of this Section, or of the amalgama¬ 
ting societies, that these relationships have been 
specially dealt with, that I venture to ask your 
attention to a brief consideration of them. 

At the outset I must disclaim any pretension to 
attempt to throw fresh light on a matter so 
thoroughly sifted by many whose experience in 
this direction has enabled them to collate much 
valuable material, and to draw conclusions based on 
the observation of a very large number of cases. 
Rather my desire is briefly to review from the 
pathological, clinical and operative standpoint the 
influence our present knowledge exerts on the 
diagnosis and operative treatment of appendical 
complications in affections of the female genitalia. 
Nor is there time, even were I so inclined, to 
weary you with any lengthened details of special 
cases. There are many present who, in a large 
operative experience, have doubtless met with a 
great variety of conditions in which the appendix 
was included in the operative area, as also various 
abnormalities in its size and position. I may 
mention a few of several examples which have 
occurred to myself: 

I operated upon a child, aet. 10 years, in whose 
case there was a doubt as to diagnosis. She 
suffered from colicky pains, but the bowel had 
acted with aperients. Under anaesthesia a hard 
mass was felt above the left fornix; there was a 

* Address to the Obstetrical and Gynaecological Section 
of the Royal Society of Medicine. 
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malformation of the uterus, it being abnormally 
small. At the operation a long appendix was 
found dipping down to the pelvic floor, to which 
it was adherent, and here there was a circum¬ 
scribed abscess. The uterus and ovaries were 
not developed. In the upper bend of the sigmoid 
there was a mass which proved to be a hard con¬ 
cretion. The appendix was removed, and with 
drainage the girl made a good recovery. 

Quite recently I operated upon a child, set. n 
years, for undoubted symptoms of chronic appendi¬ 
citis. The thickened and inflamed appendix, with 
faecal contents, and a dilated end, was found firmly 
adherent to the right ovary. 

Some years since, in operating for a right pyo- 
salpinx, I found a very long appendix, which 
stretched across the abdomen and was adherent to 
a diverticulum of the bowel. 

* Operating for adnexal trouble in another case, in 
which there were appendical symptoms, I sought 
for the appendix and could not find it. It was 
represented by a thin fibrous cord some three 
inches in length, which formed an adhesion with 
the adjacent bowel. I had only once seen a case 
in which the appendix was absent; this was in 
Professor Kronig’s Clinic in Freiburg. This is Dr. 
Cuthbert Lockyer’s report on the structure I refer 
to: “There is no trace of gland-tissue, nor of 
any epithelial nests in this interesting specimen. 
It differs from the usual peritoneal inflammatory 
bands that we occasionally have to examine in the 
fact that its structure is systematised into outer 
longitudinal and inner annular bundles of fibro- 
muscular tissue ; then, where the lumen should be, 
is seen a loose areolar fibrous network carrying 
blood-vessels.” 

I wrote at the time to several operators with 
special experience in appendical affections, and 
though all had seen rudimentary appendices, or 
the appendix reduced by inflammatory action to a 
short thin cord, none of them had come across an 
instance of complete absence. 

I throw on thfe screen the drawing of a typical case 
of appendical complication in which the appendix 
held two large and hard concretions. The appendix 
was matted to the tube and ovary, and one con¬ 
cretion, which I returned into the appendix, is 
seen at its severed end. There was no suspicion of 
appendicitis previous to operation. 

On other occasions I have found an appendical 


abscess with perforation complicating adnexal 
disease in which the discovery was not made 
before the cceliotomy. On two occasions I have 
had to perform appendectomy after previous coelio- 
tomies—on one after removal of the adnexa, and 
on the other after hysterectomy. 

A case in which I failed to unravel the cause of 
the post operative peritonitis and the only one of 
the kind that has occurred to me was that which 
taught me the lesson never to close an abdomen 
without examining the appendix. 

I operated on a married woman, who suffered 
from severe dysmenorrhoea, aet. 38 years, for 
chronic endometritis and cystic ovaries, resecting 
the latter after curetting the uterus. The opera¬ 
tion was straighforward. Everything went well, 
and the bowel had moved, when on the sixth day 
symptoms of peritonitis set in, and the abdomen 
became suddenly tympanitic. Exploration of the 
pelvis revealed nothing. I placed a supra-puhic 
drainage-tube, and began rectal irrigation, but the 
tympanitis continued. I reopened the abdomen 
and explored, but discovered nothing beyond a 
greatly distended bowel. Enemata still acted. 
She died on the thirteenth day after operation. 
At the post-mortem I found a circumscribed retro- 
caecal abscess, the appendix having quite sloughed 
away. I had no history of appendicitis in this 
case, neither was there any sign or symptom point¬ 
ing to its recurrence. The condition of the 
ovaries and uterus quite explained her symptoms, 
but there mufct have been an old appendical con¬ 
dition, probably the dormant remains of a peri-caecal 
abscess, which the operation roused into activity. 

Before discussing the point of diagnosis, I may 
say a few words as to the course of the infection 
or inflammation, whether from appendix to ovary, 
or vice-versa Hartmann* quotes Treub, Stratz, 
Dutilh, Olshausen, as explaining this through the 
continuity" of the appendiculo-ovarian ligament, 
described by Clado in 1892, and recognised at the 
time by Brosike, Waldeyer, Nagel, and Martin, 
who locate in. this the vessels, spermatic nerves, 
and lymphatics of the ovary and uterus. Waldeyer, 
in his standard work on the pelvis, 1899, states in 
a footnote that it is superfluous to describe the 
ligament of Clado, saying at the same time that in 
this he (Waldeyer) is in agreement with Nagal, 

• Hartmann, 1 Annales de Gynaecologie,’ Fevrier-Mass., 
1908. 
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writing in 1897. This view of the latter authority, 
however, was expressed five years after Clado’s 
description. In Doderlein’s and Kronig’s work,* 
published in 1907, they write: 

“The frequent association of appendix and 
adnexal disease is to be Sttributed to the 
appendiculo-ovarian ligament, which connects the 
appendix directly with the suspensory ligament of 
the ovary. One can easily see that a retrocaecal 
abscess may sink along this ligament towards the 
genitalia, but we believe that it is generally 
concerned in the extension of extra-peritoneal 
rather than of intra-peritoneal abscesses. 

“The close connection of the right adnexa with 
the appendix makes it possible that inflammatory 
processes in the adnexa may involve the appendix, 
and vice-versa . The anatomical connection is due 
to the appendiculo-ovarian ligament, which springs 
from the infundibulo-pelvic ligament. Parametritic 
disease may extend along this ligament to the 
cellular tissue between the mesentery of the caecum 
and the iliac mesentery of the appendix, or in the 
opposite direction, and thus an inflammatory 
process may extend from the adnexa to the gut. 

“ The adnexa of the right side are generally 
involved, but when the appendix is abnormally 
long the inflammatory disease may extend to the 
left adnexa. The primary condition is generally 
a chronic adhesive appendicitis. Suppurative 
processes may extend' from the appendix to the 
adnexa, or from the adnexa to the appendix either 
along the lymph-tracts, or by direct-rupture from 
the one into the other. 

“ When the appendix is long a peri appendicular 
abscess may extend into Douglas’s pouch, or even 
when it is normal in length and position, the abscess 
may spread down into this pouch. But only a 
small proportion of abscesses in Douglas’s pouch 
are of this origin.” 

On the other hand, Hartmann quotes Fiith, who 
regards this ligament as only seen exceptionally, 
and he states its existence is denied by Barnsby, 
Craig, Poirier and Cuneo, and Kelly, who affirm 
that there is no such connection between the blood¬ 
vessels and lymphatics of the ovary and those of 
the appendix, and that this so called “ ligament,” 
when it exists, is simply a fold of peritoneum 
passing behind the meso-ovarium. Hartmann 

• ‘Operative Gyn&kologie,’ von Dr. A. Ddderlein und 
Dr. B. Kronig, Leipzig, 1907. 


himself leans to the opinion that the inflammation 
extends through the serous peritoneum, this more 
easily happening in women through the descent of 
the appendix into the roomy female pelvic basin, 
assisted possibly by the pressure of the corset and 
the relaxation of the peritoneal folds following 
labour. 

I have written to various anatomical authorities 
in the United Kingdom and have had replies 
from all. Some are unable to give any decided 
opinion, but the following abstracts from answers 
enable us to form a fairly accurate idea as to 
British views on the question. 

Professor Robinson, of Edinburgh, does not 
like to pronounce absolutely whether it is a 
t definite structure containing vessels and nerves— 

I he rather doubts its constancy, as it would appear 
to be a secondary connection between the appendix 
and the ovary developed after the descent of the 
caecum into the iliac fossa. . Professor Reid says 
the material he is possessed of is not sufficient to 
settle the point. Through Professor Stirling 
(Manchester), I have Professor Elliott-Smith’s 
opinion: “ It exists in some bodies and is 
occasionally wanting—when it exists it contains 
lymphatics and nerves.” Professor Fawcett 

(Bristol), who has made a special study of the 
appendix, says—“ it is not in any sense constant, 
and is certainly not identical with the peritoneal 
stalk of the ovary. In some cases the fan-shaped 
stalk of peritoneum decending into the pelvis has 
the ovarian vessels in the hinder margin, and the 
anterior edge may run between the meso-appendix 
and the right ovary.” He considers it much more 
important to examine the course of the lymphatics 
as this does not imply any peritoneal fold, and that 
modern investigators have quite failed to establish 
I Clado’s description of the lympathic path alluded 
j to —so also has Professor Jamieson of Leeds. 
Professor Paterson (Liverpool) has been kind 
enough to send me a drawing of a dissection made 
after receiving my question re the appendiculo- 
ovarian ligament. This I show you. In his 
opinion “ ihe normal fold which contains the ovarian 
vessels , nerves , and lymphatics is the infundibulo- 
pelvic ligament (which is much neglected by 
anatomists, but which is constantly present)—a 
peritoneal fold extending from the pelvic brim 
to the outer end of the Fallopian tube.” “The 
so-called appendiculo-ovarian ligament is a con- 
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tinuation of the infundibulo-pelvic up to the 
appendix.” Dr. Addison (St. Bartholomew's) writes: 
“I have never seen anything myself beyond a 
trivial peritoneal fold passing from the base of the 
meso-appendix to the pelvic brim near the ovary 
and it did not contain vessels; certainly such a 
fold as Clado describes must be very rare.’* 
Professor Symington (Belfast), writes: “I do not 
believe in an appendiculo-ovarian ligament. The 
fold of peritoneum containing ovarian vessels, etc., 
which passes from the pelvic brim downwards to 
the ovary, is not in my experience continued 
upwards and outwards into the meso-appendix. 
The ovarian vessels certainly do not take that 
course, and I think the evidence as to the 
lymphatics is equally clear, but I have not personally 
made any special injection of the lymphatic 
vessels. The difference in the development of the 
appendix and the ovary and of their blood-vessels 
is a strong argument against such a connection 
between the ovary and appendix as is described by 
Clado. I had a good specimen in the dissecting 
room last winter of the inflammation of an 
appendix involving the outer end 6f the Fallopian 
tube, but in this case the appendix was hanging 
down into the pelvis, and there was no necessity 
to assume lymphatic connection to explain an 
adjacent organ becoming involved. Great care 
requires to be exercised in the examination of the 
peritoneum in connection with folds of the 
membrane. Nothing is easier than to manufacture 
them by gentle traction.” 

Professor Alexander Macalister (Cambridge) 
says: “There is a peritoneal fold, present even 
in early foetal life, descending from the neighbour¬ 
hood of the meso-appendix to the ovarian folds. 
In, or close to this (not apparently always, or, 
indeed, often in it), descend vessels and nerves, 
and the ascending lymphatics pass. The stream 
of vessels, etc., here lies at the attached border of 
the fold in the subperitoneal connective tissue, but 
not actually in the fold, at least in the majority of 
cases, but the fold is usually related to this line of 
lymph- and blood-vessels.” 

Dr. Douglas Reid,* of Cambridge University, has 
published an important paper on a special peri- 

* " Studies of the Intestine and Peritoneum in the 
Human Foetus,” Part I, by Douglas G. Reid, M.D., 
Demonstrator of Anatomy, Cambridge University, ‘ Journ # 
of Anat. and Physiol.,’ January, 1911. 


toneal fold present in 55 per cent, of twenty 
foetuses examined. Five of the eleven were 
females. This is the genito-mesenteric fold passing 
downward from the inferior surface of the mesen¬ 
tery in the right half of the abdomen. The anterior 
border of the fold is in most cases free, and the 
fold itself is usually continuous below with the 
suspensory ligament of the ovary. In some cases 
the ileum may be adherent to its right side, the 
| adhesion occurring close to the ovary, which thus 
comes to be intimately bound to the ileum. This 
is not a pathological adhesion, and the continuity 
of the fold with the suspensory ligament of the 
ovary is not constant. The two may be separate, 
although lying in line one above the other. There 
were also certain definite relations of the appendix 
to the genito-mesenteric fold, and these relations 
of the mesentery, ileum, and the fold, as well as in 
some cases the caecum, must have an important 
bearing on the future spread or arrest of inflamma¬ 
tion from the caecum and appendix to the ovary. 
As Dr. Reid says,* the genito-mesenteric fold must 
be of considerable interest from a surgical and 
gynaecological point of view. 

Some significant pathological conclusions may 
be drawn from the report of McCarty on 5000 
cases occurring in the Mayo's Clinic (‘Journ. 
Amer. Assoc.,' August 6th, 1910) and ‘Murphy's 
General Surgery’ (vol. ii, 1911, p. 44^)- First, 
that obliteration of the lumen of the appendix 
begins more frequently as a pathological rather 
than as a physiological process at any time from 
the fifth year of life, and progressively increases 
with advancing years to complete obliteration. 
Secondly, there is the interesting fact that in this 
series of 5000 cases carcinoma occurred in 0*44 
per cent, of all cases, and 16 per cent, where 
there was partial or complete obliteration due to 
destruction of the mucosa and destruction of 
scar-tissue; 73 per cent, were females. Murphy 
comments on interstitial haemorrhage as a domina¬ 
ting feature of appendicitis. These haemorrhages 
may be only discernible to the microscope, but 
they furnish foci for necrosis and ulceration. H. 
Crossen (‘Surg. and Gyn.,’ 1910, quoted by 
Murphy) refers to a form of appendicitis which he 
met with on two occasions in women. There were 

* Another communication by the same author dealing 
with this subject is at present in the press—to appear in 
the forthcoming number of the same journal. 
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adhesions between the wall of the appendix and ' 
the caecum. In the wall of the latter was an 
extensive infiltration forming a ^somewhat large 
mass simulating an intra-caecal growth. Through 
exceptional mobility of the caecum this mass 
dropped down into the bubo-ovarian region. In 
both cases removal of the appendix was followed 
by slow but complete absorption of the infiltration. 

Doderlein and Kronig comment on the unre¬ 
liability of statistics that bear on the correlation of 
appendicitis and adnexal disease, since a number 
of operators choose the vaginal route when the 
appendix is not examined. Kronig, in the work I 
have referred to, quotes these figures (p. 369); 
“ Duhrssen found it in 3 per cent.; Amann in 280 
laparotomies found the appendix diseased in 17, that 
is, 6 per cent.; Kelly in 200 laparotomies found the 
appendix affected in 25 ; and Hermes found the 
same condition in 53 per cent, of the 75 cases he 
observed.” And he adds: “ These considerable 
differences in the frequency of the coincidence of 
appendicitis with gynaecological troubles are due 
to the fact that some remove the appendix when 
there is the slightest adhesion to the adnexa, 
others only when there is definite disease in the 
appendix. Since we have, for some time, in gynae¬ 
cological operations removed every appendix and 
have had it examined microscopically, we have 
become convinced of the frequency of appendicitis 
in women; in about 50 per cent, of the cases 
there were evidences of either acute or recovered 
appendicitis. 

“Aright-sided pyosalpinx in young patients in 
whom there is neither clinical nor bacteriological 
evidence of gonorrhoea or tuberculosis is almost 
certainly due to infection of the tube from a 
primary appendicitis. 

“ An abcess in Douglas’s pouch results relatively 
frequently from an appendicitis ; its diagnosis may 
be difficult as the same objective signs occur with 
suppurative haematoceles and ovarian cysts. We 
agiee with Veit that the presence of pus in 
Douglas’s pouch is not always due to a perityphlitic 
abscess, but it would be in our opinion incorrect 
to deny the great frequency of this cause of 
abscesses in Douglas’s pouch.” 

Krdnig puts the definite question “ whether 
gynaecologists should remove a normal appendix in 
every case in which they open the abdomen?” 
His answer is as follows : 


“We always extirpate the appendix, because ie, 
the first place we cannot be always certain whether 
it is normal or not; in the second because in our 
experience 50 per cent, of women have at some 
time or other an acute appendicitis, and thirdly 
because the appendix is functionless in adult 
wotnen. We believe that it is essential to remove 
the appendix in every case in which it is adherent 
to the adnexa, or when there is any evidence 
of disease in it.” 

Schauta, writing in 1907, says (‘Lehrbuch der 
Gesamten Gynakologie,’ vol. ii, p. 371): “When 
the appendix is long, and lies deep in the pelvis, 
diagnosis of these complications is very difficult. 
It must depend largely on the history.” As to 
the preference to be given to the abdominal 
or vaginal route in adnexal operations Kronig and 
Schauta differ. While they both open abscesses in 
Douglas’s pouch through the posterior vaginal arch, 
Kronig prefers the abdominal over the vaginal 
route in operations on the adnexa. And if, in 
operating for appendicitis, the adnexa have to be 
examined, he practises the para-median or median 
incision. 

On the other hand Schauta writes: “ The 
question whether, owing to the possibility of these 
complications, the abdominal route should be 
preferred to the vaginal in radical adnexal opera¬ 
tions, must be answered in the negative, though a 
laparotomy would be preferable when the signs and 
the history pointed to involvement of the appendix.” 

In this decision I cannot acquiesce, as I always 
prefer the abdominal route. It is different in the 
instance of an abscess localised in Douglas’s pouch. 
These certainly should be, as he says, “opened by 
a posterior colpotomy, and the appendix afterwards 
removed by the ordinary method when the acuter 
symptoms have subsided.” 

In such cases we cannot, as Hermes argues, at 
the same time remove the appendix and be certain 
to evacuate all the pus. On the other hand, the 
abdominal route is much more dangerous, as in 
exposing the abscess in the pelvis many intestinal 
adhesions must be broken down and a com¬ 
munication with the abdomen may be easily 
made. But even by this method it is not always 
possible to remove the appendix. And when the 
abscess is drained by a posterior colpotomy the 
intestinal adhesions remain undisturbed and infec¬ 
tion of the peritoneal cavity is consequently 
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avoided. Further, incision of the abscess in its 
deepest point is the most favourable for drainage; 
it must be admitted that there is considerable 
danger of recurrence, but an operation on the 
appendix in the interval is quite without danger. 

The most exhaustive communication on this 
subject has appeared from the pen of Professor 
Henri Hartmann, published in the ‘Annals of 1 
Gynaecology and Obstetrics * in February and 
March, 1908. Out of 1707 cases operated upon 
by various surgeons, 1195 were males and 512 
females, showing the greater preponderance of 
appendicitis in the male. On the other hand, 
Hartmann believes that this apparent preponder¬ 
ance arrived at from the statistics of German 
surgeons is due to the fact that a large number of 
cases are treated by gynaecologists, for in the 
Pathological Institute of Munich since 1854, of 
1800 autopsies, deaths from peritonitis following 
perforation of the appendix were more frequent 
in the female than in the male. He quotes 
Hunter Robb, who systematically practised removal 
of the appendix in 370 cceliotomies. Histological 
examination made in every instance showed that in 
136 the adnexa were healthy, and in twelve of the 
latter there were inflammatory lesions of the 
appendix. In 148 cases of affections of the adnexa, 
there were 25 instances of appendicitis, that 
is, in 8^82 per cent, the appendix was involved 
while the adnexa were sound, and in 16 89 per 
cent, both the appendix and adnexa were 
diseased. Further, Peterson,* who removed the 
appendix systematically in 500 cases of coeliotomy 
for affections of the genitalia, as the result of 
microscopic examination found that 47 per cent, 
.of these had lesions which were the result of 
appendicitis. 

Howard Kelly, in his recent work on ‘ Medical 
Gynaecology,’ 1909, devotes a chapter to the “Con¬ 
ditions of Association between Appendicitis and 
Diseases of the Pelvic Organs,“t which is well worth 
perusal. In the ten years previous to 1904 he 
removed the appendix in 240 cases, the majority of 
which were combined gynaecological and appendical 
affections. In 90 of these the appendix alone was 
affected. In 16 only was it removed as a pro¬ 
phylactic measure. Out of 300 operations for 
cystoma, the appendix was adherent to the tumour 

• ‘Trans. Amer. Gyn. Soc./ vol. xxix, p. 50. 

f * Medical Gynaecology * (Howard Kelly), p. 562. 


at the right side in 7, and at the left in 3 
instances. He remarks that dermoids and cysts 
in which torsion has occurred are more apt to 
cause adhesions, and hence more frequent involve¬ 
ment of the appendix and some inflammatory 
changes in its walls. It is, as he remarks, a 
common experience that the appendix is rarely 
implicated in myomata, while in ectopic gestation 
it is often found adherent, thus in 10 per cent, of 
the extra-uterine pregnancies in Kelly’s clinic these 
adhesions or acute inflammations were present. 
Such appendical implication would explain those 
septic cases of extra-uterine pregnancy in which a 
septic cavity is found in the wall of the sac, or that a 
septic abscess communicates with it. This happened 
in a case of my own in which the appendix and 
sac were both incorporated. 

I have sought for the purpose of this address the 
opinion of some leading gynaecologists in Europe 
and America, most of them personal friends, as to 
their views on removal of the appendix. Their 
replies I briefly epitomise. 

I take first the opinions of a few American 
confreres. I find that Kelly practically always 
removes the appendix, unless it has been converted 
into a thin cord by previous disease. This step he 
has been an advocate of for several years. 

E. Montgomery, of Philadelphia, writes : “ I am 
in the habit of removing the appendix in every 
abdominal operation, whether it seems diseased or 
not. It requires but a few minutes’ additional time ; 
it apparently does not add to the gravity of the 
procedure, and it saves' the patient subsequent 
trouble. The only case in which I would con¬ 
sider the retention of the appendix would be 
where the patient has undergone a prolonged and 
serious operation, and it seems undesirable to 
subject her to further interference.” He refers to 
the fact that in one case he had to re-open the 
abdomen two weeks after an ovariotomy for acute 
appendicitis, and in other cases at a later period. 

Polk, of New York, in every case of coelio¬ 
tomy, the condition of the patient permitting, 
examines not only the appendix, but the surface of 
the kidneys and under surface of the liver, and the 
appendix is removed if it shows, either by touch 
or sight, evidence of disease or malformation, such 
as extreme length. If it be of normal length, and 
free of enlargement at the extremity or any other 
evidence of distase, it is not disturbed. 
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H. J. Boldt, of New York, exposes the appendix 
for examination in every cceliotomy for pelvic 
disease, and removes it in nearly all instances. 
Of several hundred appendices thus removed and 
examined, more than 75 per cent, of them were 
reported to be in a condition of inflammation, 
usually catarrhal. The only exception to non¬ 
removal is when the previous intervention has been 
of such a serious character, and consumed so much 
time, that it would be inadvisable to prolong the 
operation for the purpose of removing a seemingly 
normal appendix. 

William Mayo, of Rochester, Minneapolis, 
says: “We always examine the appendix when a 
cceliotomy is performed for affections of the pelvic 
viscera, and, if diseased, remove it, unless for some 
reason the condition of the patient will not permit 
of this being done. We do not practise nor advise 
the removal of a normal appendix,” 

J. B. Murphy, of Chicago, always examines 
the appendix, but is not in favour of its removal as 
a routine procedure in pelvic operations. He has 
had but one case of appendicitis sixteen days after 
a hysterectomy. If there were “‘a clean-cut 
history’ of previous appendicitis, this would point 
to its removal.” 

Professor Lapthorne Smith, of Montreal, examines 
every appendix at the beginning of an operation, 
and adds, “ the more we think of the dangers of 
the appendix, especially during the puerperium, the 
better it would seem that we should remove it 
whenever we have the abdomen open for other 
reasons,” and he quotes some cases in support of 
this view (‘ Amer. Journ. of Obstet.,’ vol. lix, 
No. 6, 1909). 

We now turn to some German colleagues: 
Professor Zweifel (Leipsig) does not lean to the 
removal of the appendix in every case, though he 
always examines it, ablating it only when after 
macroscopical examination it is found diseased. 
The secondary infection spreads through the 
lymphatics. 

Dr. Zurhelle, in the absence of Professor Fritsch, 
of Bonn, says that the appendix is examined in 
every operation on the pelvic organs, and is 
removed in all cases where there has been a 
history of appendicitis, if it be macroscopically 
changed or adherent, but not in every cceliotomy. 

Professor Bumm seldom removes the appendix. 
He rather objects to the necessary prolongation of 


1 the operation, and considers that after appendi- 
| cectomy the risk from bacterial flora is increased, 
also that the median incision is inconvenient. 
Therefore he only removes it when it is injured 
in the operation, or when well-marked disease is 
present. 

ProfessorJSchotlander joins absolutely in the late 
von Rosthorn’s rule, one which is followed by all 
his best pupils, and was published after his death 
in the ‘Transactions of the International Congress 
at Budapest’ in 1909, and also in the ‘ Monatsschrift 
fur Gynakologie,’ 1909, October 1st, that in every 
cceliotomy performed for affections of the pelvic 
organs the appendix should be examined, and if 
macroscopically involved is to be removed. Other¬ 
wise, not yet knowing whether it may not have a 
peculiar function, appendicectomy is not indicated. 

This also is Professor Wertheim’s opinion, but 
he much more frequently selects the vaginal route. 

Professor Doderlein considers it most important 
to take the appendix into consideration in every 
abdominal operation for pelvic disease, removes it 
in inflammation, when adhesions are present, or 
any diseased condition, but he is of opinion “ that 
removal of a healthy appendix is an absolutely 
unnecessary attack.” 

Professor Schauta examines the appendix in 
every case of laparotomy, and removes it only if 
there be any unhealthy appearance. 

Professor Schultze, of Jena, is in favour of removal 
of the appendix in pelvic operations of women 
unless this be contra-indicated by some special 
complication or through prolongation of the opera¬ 
tion. He does not always examine it in vaginal 
cceliotomy. 

Professor Dmitri de Ott, in every cceliotomy and 
colpotomy, when the abdominal cavity is openedt 
examines the appendix, but does not remove it 
unless there be some lesion or abnormality. 

Professor Mangiagelli examines it in every case, 
and removes it if it be adherent, if there be 
fluctuation in its free extremity, if its walls be 
hyperplastic, or if it contains a foreign body or 
concretion. 

As to diagnosis , we are not here discussing those 
cases in which the typical signs and symptoms of 
uncomplicated appendicitis, whether of the more 
acute or chronic type, are present. Rather am I 
referring to those in which the appendical symp¬ 
toms are masked by the adnexal, and the presence 
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of adnexal inflammation or disease overshadows 
the appendicitis as well as that class of case in 
which the affection of the adnexa is masked by the 
symptoms of appendicitis. 

It is well known that many times an appendix 
has been removed in which but comparatively, 
trifling changes have been detected, and in which 
a subsequent operation has been necessitated 
through a continuance of the symptoms due to an 
ovarian or tubal condition overlooked at the time. 
The liability to error occurs because no gross 
changes in the adnexa have been discovered by 
vaginal examination or possibly have not been 
sought for, and the predominant partner in the 
trouble has excited and demanded all the surgeon’s 1 
attention. This exactly occurred in a case which 
many years since I had under my care, and in 
which I was doubtful of the appendical complica¬ 
tion, not finding sufficient in the adnexa to explain 
the symptoms. A distinguished surgeon was 
brought in, and I urged the need for immediate 
operation. He did not see his way to accept this 
view, and his attitude was supported by a physician 
colleague. Feeling, as I then said, that the time 
for “ masterly inactivity ” had passed, I retired from 
the case. A few days afterwards operation was 
decided upon, and I was invited to be present. 
When the abdomen was opened a large appendical 
abscess was found and the bowel had ruptured. 
The issue was fatal. 

In regard to diagnosis as between the two points 
at which we may locate the base of the appendix, 
McBurney’s or Lanz’s* the researches of A. Garan 
would appear to prove that the former is two inches j 
above,'and that the latter approximates more closely j 
to the base. McBurney’s point, he considers, lies j 
rather over the inner medial portion of the ascend- | 
ing colon (see J. B. Murphy, ‘ Gen. Surgery,’ 
vol. ii, 1911). Still, as Murphy points out, the 
cutaneous hyperesthesia over McBurney’s point ? 
due, as he believes, to the distribution of the ilio- 
caecal segment, including the appendix, to this 
zone (Meisal), is the most important of the three 
classical clinical signs, namely, pain, rigidity, and 
hyperesthesia, which indicate that the appendix is 
affected. Murphy leans to this explanation of the 

* Lanz’s point is found by drawing a horizontal line 
from one anterior superior iliac spine to the other and 
dividing this into three equal parts. The point where the 
vertical line to the right intersects marks the point. 


hyperesthesia rather than to the occurrence of 
lymphangitis (Lenander), excitation of the sym¬ 
pathetic ganglia, or inflamed lymph-nodes. 
Olshausen’s diagnostic distinction, is only of use 
in some cases to aid us in distinguishing the seat 
of the exudation. He lays stress on the fact that 
the peritoneal exudation in appendicitis is not as 
wide as in salpingitis, though it may extend to a 
greater length. 

The various conditions and complications found 
when the appendix is involved with adnexal in¬ 
flammation render it most difficult to say which 
of the two has taken the primary part in the morbid 
process. The appendix may be simply adherent 
to the affected adnexa. It may be diseased and 
adherent, there may be a swollen appendix above 
the inflamed adnexa, though free from them ; a 
pyosalpinx may be formed with an appendical 
abscess or perforation, or the purulent focus may 
lie outside and free from either the appendix itself 
or the adnexa. Hartmann instances such a con¬ 
dition where there was a collection of pus isolated 
in the recto-uterine cul-de-sac, following appendicitis, 
the caecum being at the level of the superior pelvic 
strait. Here the adnexa formed part of the anterior 
wall of the abscess ; they were healthy, and the 
lumen of the tubes was not obliterated. In such 
a case there could be no doubt where the mischief 
began, nor can we have any hesitation in deciding 
when the left adnexa are healthy, and there is an 
inflamed appendix or abscess at the right side, to 
which the adnexa are adherent. Or, contra , 
inflamed adnexa or pus-tubes may be at both sides, 
and a simple adherent or inflamed appendix. So 
when we find a distended and inflamed appendix 
pathologically altered and adherent to the inflamed 
adnexa, and that it contains a foreign body or con¬ 
cretions, we may have little doubt as to where the 
mischief originated. 

But when the morbid process has been of old 
standing, and has advanced beyond a certain stage, 
both the adnexa and appendix being involved, it 
is very difficult to pronounce definitely in which 
situation the inflammation commenced, and from 
whence it spread. 

It must be remembered that once adhesions 
arising from inflamed adnexa have bound down 
the appendix, or possibly strangled it, pathological 
changes begin from congestion of its tissues and 
vessels which lead up to the secondary appendi- 
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citis. Thus Hartmann, in his communication, 
differentiates between three types of case on which 
he has operated. In the first the adnexa and 
appendix were • both mutually and seriously in¬ 
volved ; in the second the sections of the ablated 
tubes showed the characteristic changes of chronic 
salpingitis, while the mucous and muscular coats 
of the appendix were normal, the serous and sub¬ 
jacent tissue alone being involved and infiltrated 
with a mass of embryonic cells and leucocytes. 
Here an ascending genital inflammation had 
attacked the external tunics of the adjacent 
appendix. 

In the third type microscopic examination 
showed gross changes in the appendix while Jthe 
tubes were little affected, the serous covering and 
the subserous cellular tissue alone being affected. 
He argues that a secondary infection of the tubes 
or the appendix in the peritoneal cavity, or through 
the peritoneum, is thus made clear. 

From the fact that in a considerable number of 
cases in which the appendix is unhealthy the 
adnexa of the left side only are affected, he 
concludes that the infection travels by the pelvic 
serous peritoneum. Of his 39 cases operated 
upon for adnexal affection in which the appendix 
was involved, there was disease in both sides 
in 21, in the right side in 10, and in the left 
in 8. 

I need not delay to insist that the bimanual and 
recto-vaginal examination made with the pelvis 
elevated, under anaesthesia, is essential in making 
our diagnosis in these doubtful cases. Unfortu¬ 
nately anaesthesia sometimes cannot be availed of. 
In two such cases recently seen in emergency, I 
was certain in one, from the presence of a large 
pelvic exudation and the collateral abdominal signs 
and symptoms, that we were also confronted by an 
appendical abscess. This turned out to be the 
case. In the other the whole antecedent history 
and the rapidity of the onset of the attack pointed 
to appendicitis, while vaginal examination revealed 
a bilateral pelvic exudate and a fixed uterus. 
Operation disclosed at once a perfectly normal 
short appendix pushed upwards with the caecum by 
a large pelvic purulent collection, and a double 
pyosalpinx, all the pelvic contents being matted 
together. The patient made a good recovery. 

An interesting gynaecological association in appen¬ 
dix troubles is their occasional relation to dys- 
* 1 


menorrhcea. This may be due to the involvment 
of the ovary by adhesions, or otherwise, through 
the affected appendix (Sonnenburg and Kruger), or 
be due to a functional and nervous disturbance 
(Frankd). After appendectomy the dysmenor- 
rhoea has disappeared (Hermes, Brandt, Beahan, 
Moraller). We cannot, either, attach much impor¬ 
tance toDelageniere’s view that, if the appendix be 
the source of the pain, it occurs before or at the 
beginning of the period, whereas in the ovarian it 
supervenes rather before ks close. 

MacLaren drew special attention to the causal 
relationship .between appendicitis and dysmen- 
orrhcea (*Amer. Gyn. and Obstet. Journ.,’ 1900, 
vol. xvii, p. 14), pointing out that dormant appen¬ 
dix disease was the undiscovered cause of dysmen- 
orrhcea in certain cases. The more characteristic 
signs, according to Soupault and Jouast (‘ Bull. et. 
Mem. de la Soc. Med. des Hop. de Paris/ 1903, 
vol. xx, p 1307), of dysmenorrhoea due to appen¬ 
dicitis are : (1) The occurrence of a severe pain 

before and during the onset of the qatamenia. (2) 
The presence of gastro-intestinal symptoms or 
muco-colitis. (3) Symptoms of pain, discomfort 
and pressure in the right iliac fossa, disappearing 
with the advent of menstruation. (4) The rise in 
temperature in the rectum as compared with that 
in the axilla with an accompanying increase in the 
rapidity of the pulse. From all the evidence before 
us it would appear that this source of dysmen¬ 
orrhoea is due possibly, as Soupault surmises, to an 
inflamed and adherent appendix which is attached 
to the ovary as a result of previous appendicitis. 

You will draw your own conclusions from the 
general tenor of these opinions and your individual 
experience. 

So far as I know, the general practice in the 
London clinics is not to remove the appendix 
unless it be abnormal or diseased. 

I think we may arrive at these deductions from 
our present knowledge : 

In a fairly large proportion of appendical affec¬ 
tions in women the adnexa are involved in the 
inflammatory or morbid process. 

The inflammation may spread either from direct 
contact of the appendix with the adnexa through 
the peritoneum, the lymph-channels, the appen- 
diculo-pelvic ligament, or such a structure as that 
described as the appendiculo-ovarian ligament. 

Infection from the appendix to the adnexa has to 
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be more specially feared when there is an appen¬ 
dical abscess with gangrene or tuberculosis, and 
from the adnexa to the appendix when there is \ 
right-sided pyosalpinx, malignant disease, tuber- , 
culosis, or gonorrhoea. Such a complication has to j 
be remembered in the puerperium. Recurrent 
pains occurring subsequently to operations on the 
pelvic viscera are frequently due to appendical ! 
adhesions. 

The differential diagnosis as between appendical I 
and adnexal inflammation, whether acute or 
chronic, must depend on the preponderance of the 
classical signs and symptoma characteristic of each 
which are present, the earlier history and progress 
of the case being taken into consideration with 
these. Kelly quotes R. T. Morris as placing 
abdominal rigidity foremost in the clinical signs I 
indicative of appendicitis. Still, it is clear that in 
a spreading perimetritis in which the appendix is 
secondarily involved this test must be fallacious. 
As a rule we may say that an acute inflammation 
occurring in a young person in which there is 
ambiguity as to its seat will, in the majority of cases, 
be due to appendicitis. 

The fact that it is the left adnexa which are 
found diseased does not exclude the possibility of 
this complication, though it is more frequent when 
those of the right side are affected. The appendix, 
therefore, should be examined in every case. 

When the abdomen is opened for a grave appen¬ 
dical trouble the adnexa should be examined. 

Appendical adhesions are a frequent cause of 
post-operative and recurrent pains. 

The appendix should be removed in every 
instance where abnormality or disease is found. 

It should not be left if it be of unusual lengthy 
when the right adnexa are removed, or when, from 
the character of the operation, there is a probability 
of future adhesions forming which may involve the 
appendix ; indeed, it is doubtful if it be not wiser 
to remove it in every coeliotomy for right adnexal 
disease. 

Operations arising out of these conclusions will 
always be dependent on the severity of the opera¬ 
tion, and the influences its prolongation may have 
in lessening the chances of the patient’s immediate 
recovery. 

July 24th, 1911. 


Inguinal Operation for Femoral Hernia.— 

Reich gives an illustrated description of the technique 
which he commends for femoral herniotomy. He 
attacks the sac from the rear, through the inguinal 
canal, drawing the sac out through this canal and 
putting an end to the tendency to hernia by suture 
of the muscles, periosteum and ligament in the 
inguinal region. 

Surgical Treatment of Facial Paralysis — 

Eden reviews the experiences in this line to date, 
the ultimate outcome ot nerve-grafting operations 
not being very satisfactory. He then reports a 
plastic operation on the masseter muscle for the 
purpose, the results of which have been excellent. 
— Journ . A. M. A.> vol. lvii, No. 2. 

Sahrarsan Milk. —Jesionek uses this term to 
denote human breast-milk from a mother who has 
received salvarsan by injection, or the milk of cows, 
goats, and other animals which have been similarly 
treated. Children with hereditary or acquired 
syphilis who ingest this milk are said to recover, 
temporarily at least, with remarkable promptitude. 
Unlike the tests of his predecessors those of the 
author readily showed the presence o( arsenic in 
the milk. From experiments on animals as well as 
clinical experience it appears that the arsenic which 
enters the milk is able to cause toxic as well as 
salutary phenomena. The milk should also con¬ 
tain the endotoxins, which result from the death of 
the spirochaetes in consequence of the action of the 
salvarsan in the syphilitic mother. Salvarsan milk 
may be termed “ syphilitic ” or “ non-syphilitic,” 

I according to conditions which obtain. The author 
would much prefer to use the latter in treating a 
syphilitic child. It would be obtained by injecting 
a wetnurse or a milch animal. 

Treatment of Infantile Paralysis.— Piirck- 
hauer calls attention to the fact that some of the 
j muscles in this affection are quite sound, but have 
i lost their elastic tension from over-stretching. Such 
muscles behave as if they were actually paralysed. 
By shortening these muscles by approximating 
their insertions the elastic tension is restored and 
the muscle again becomes useful. Several cases 
are upon record (Wittek, Jones) in which muscles 
which had seemingly been paralysed for years were 
restored to usefulness by simply flexing the limb 
and bandaging it in that position. The author’s 
!' own material of nineteen cases of paralytic clubfoot 
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was found to comprise no less than eight cases in 
which the muscles were over-extended. In four of 
these tenotomy was required in addition to ban¬ 
daging in the flexed position, but in the other four 
the condition recovered under mechanical correc¬ 
tion alone. 

Saivarsan in An&mia. —Leede refers to those 
cases of apparent pernicious anaemia which actually 
depend on syphilitic infection. This aetiological 
relationship he believes to be far less infrequent 
than might be believed. It must be borne in mind 
that the anaemias caused by the bothriocephalus 
and ankylostoma were once placed under the head 
of pernicious anaemia. Much care must be exer¬ 
cised in differential diagnosis, for saivarsan seems to 
be contra-indicated in true pernicious anaemia. 

Labyrinth Syphilis as an Early Secondary 
Manifestation. —Hintze, of Bangkok, after citing 
a few cases of this lesion from literature, gives a 
personal case in which the labyrinth syndrome 
appeared in a man about nine months after the 
chancre was recognised. The patient had received 
a course of mercurial injections before the syn¬ 
drome appeared, and the treatment was pushed 
from that time on with iodide of potassium. In 
order to throw some light on this localisation the 
author calls attention to the highly nervous tem¬ 
perament of the patient which invites a nervous 
localisation. Syphilis is also far more widely 
diffused in tropical parts than in many localities in 
temperate zones, so that one looks for an infinite 
variety of lesions. 

Shiga-Krase Bacilli Carriers. —Boehncke 
states that carriers of dysentery bacilli are com¬ 
monly believed to be unimportant from a sanitary 
standpoint, at least when compared with carriers 
of the germs of some other diseases. Referring 
to a petty epidemic of diarrhoea in troops in 
which there was a suspicion of dysentery, it was 
found later that both typhoid and dysentery were 
present in the regiment, and that no less than 
twenty-five healthy soldiers presented the Shiga- 
Kruse bacilli in the stools. In the proved absence 
of infected water, milk, etc., it was assumed that 
carriers must-be at fault. The lesson is not to 
discharge dysentery patients as cured unless a 
bacteriological study shows absence of germs from 
the bowel of the convalescent. 

Familial Hypertrophic Neuritis. — Boveri 
first mentions the great infrequency of hypertrophic 


interstitial neuritis and our meagre knowledge 
of the condition. It was described by Dejerine 
and Sotta in 1893 as an affection of children, a 
muscular atrophy in all the extremities, altered 
sensibility—including lightning pains —and dis¬ 
tinct enlargement and induration of nerve trunks. 
Trophic disturbances were absent. Ataxia and the 
ocular symptoms of tabes were added later. At a 
still earlier period Gombault had described tabes 
in childhood of a character permitting identifica¬ 
tion with the newly described disease, so that the 
present author terms it the Gombault-D^jerine- 
Sotta type. Dejerine regarded it as true tabes 
developing in patients with interstitial neuritis. In 
1906 Marie described a form of hypertrophic 
neuritis which differed from the preceding, and 
which he requested Boveri to investigate. The 
Marie syndrome is thus for a familial disease affect¬ 
ing six members of a given family—the mother and 
five children. In early childhood there is a diffi¬ 
culty in standing erect and walking. Toward 
puberty a pes equino-varus develops, apparently as 
a result of progressive muscular atrophy. The 
oldest child also developed a kyphoscoliosis. 
Nevertheless in the Marie type, while the conse¬ 
quences of muscular atrophy were in evidence, 
that deformity was not pronounced per se save in 
a flattening of the calves. In the Ddjerine type 
the muscular atrophy was both universal and pro¬ 
nounced. Neither did the phenomena of ataxia 
develop in the familial cases, although the pupils 
were sluggish. Boveri was fortunate enough to 
obtain an autopsy upon the eldest child, through 
which it became apparent that the two types of 
disease had even a wide difference in their anato¬ 
mical substratum. Aside from the tendency of the 
original type to extend to the ganglia, posterior 
roots, and cord, it was also a much more diffuse 
affection. In Boveri's case the muscles of the 
upper extremities were almost intact, and the chief 
muscular lesions were seated in the lower extre¬ 
mities. In other words,' in Marie's type the 
neuritis is much less likely to be followed by 
muscular atrophy.— Med . Record\ vol. Ixxx, No. 1. 
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SOME CASES OF ANTERIOR 
GASTROJEJUNOSTOMY. 

A Clinical Lecture delivered at St. George’s Hospital, 

By G. R. TURNER, F.R.C.S., 

Surgeon to the Hospital. 

Gentlemen, —This afternoon I wish to bring to 
your notice four cases of gastro-jejunostomy that 
were in the hospital under my care all at the same 
time. One of them was a gastrojej unostomy that 
was performed because of the injuries inflicted on 
the stomach by swallowing hydrochloric acid in an 
attempt at suicide. Another of them was a case, 
in all probability, of chronic ulcer of the stomach 
or duodenum, with extensive adhesions, and the 
remaining two were for malignant disease. One of 
them is still in the hospital, the others have been 
discharged in a more or less satisfactory condition, 
all of them satisfactory qua the immediate results 
of the operation. But, of course, sufficient time 
has not yet elapsed to say what their ultimate con¬ 
dition may be. In these cases of gastro enterostomy 
nowadays the surgeon has little or no fear as to 
the immediate result—that is to say, the mortality 
following the operation is very small indeed. But 
there may afterwards come various troubles, such 
as regurgitant vomiting, contracture of the opening 
made between the stomach and the bowel, even 
peptic jejunal ulceration, so that one cannot speak 
with certainty as to the success or non-success of 
the operation until some considerable, time has 
elapsed. I will briefly go through the notes of 
these four cases and then address to you some 
remarks on this subject—the subject of this fashion¬ 
able operation. It is one of the operations which 
have become fashionable. As you know, there are 
other fashionable operations, such as removal of 
the semilunar cartilage of the knee-joint, and, of 
course, whipping out the appendix on the slightest 
provocation. No doubt in the immediate past 
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many gastro-enterostomies have been done that 
not only were not indicated but which certainly 
ought not to have been done. It is only as we 
gain more experience that one knows when one 
ought to be doing gastro enterostomy and when to 
hold one’s hand. You may do gastro-enterostomy 
for a variety of objects. You may do it for malig¬ 
nant disease of the stomach or of the pylorus, with 
or without pylorectomy or partial gastrectomy. You 
may do it for pyloric stenosis or for congenital hyper¬ 
trophic pyloric stenosis, although for this condition 
many prefer pyloroplasty. You may do it for 
gastric or duodenal ulcers, with or without haemor¬ 
rhage. If haemorrhage is present it is well to wait 
until the haemorrhage has subsided. You may do 
it for so-called resilient ulcers of the stomach which 
heal for a time and then recur. You may do it 
for various malformations and distortions of the 
stomach—the result of ulceration—for the so-called 
hour-glass stomach, and you may do it for a con¬ 
dition which is known as gastric tetany, or for 
gastric dilatation. For all these and, perhaps, 
for other conditions you may very properly do a 
gastro-enterostomy. 

Now, taking these four cases of mine, which 
happened to be in Grosvenor Ward at the same 
time, the first case was that of a young man, 
set. 30 years, who for some reason, being tired of 
life, swallowed a quantity of hydrochloric acid. 
When he was brought in he was cold and sweating, 
he had a feeble pulse, reddish-brown staining of the 
lips, and he was in much pain. He was *given 
strychnine subcutaneously and weak alkalies by 
the mouth, with albumen-water in large quantities. 
He vomited a good deal and brought up much 
altered blood. He was put to bed and given 
morphia. He recovered from his shock and 
collapse, but he went on vomiting, although able 
to take a little olive oil and Benger’s food. He 
vomited so much that Dr. Ogle asked me to see 
him in consultation, and it was determined that I 
should do a laparotomy, with the idea of anasto¬ 
mosing the stomach to the jejunum. That I did, 
nearly a month after his admission, and when I 
opened the abdomen through the left rectus muscle 
sheath and exposed the stomach I found it more 
or less bound down by adhesions about the 
pylorus, and I came to the conclusion that an 
anterior gastro-jejunostomy would be more advis¬ 
able in his case than a posterior one, and so I did 


this operation. He recovered and has now left the 
hospital. He vomited twice only after the opera¬ 
tion, bringing up more or less the contents of the 
stomach, which were not washed out of the organ 
before the operation. As you know, when one 
can, one washes the stomach out before operating, 
but I did not think it advisable to do it in this case, 
and he vomited twice afterwards, bringing up on 
one occasion fourteen ounces of stomach contents. 
He did not recover without incident. He had a 
cough, and after the stitches were removed from his 
wound he coughed a portion of the omentum 
through the lower part, and I was sent for to reduce 
it and stitch the wound up again. The omentum 
had been extruded into the gauze; I put it back 
into the abdomen and no bad result occurred. I 
have seen several such cases now after abdominal 
operations. Straining, vomiting or cough in people 
with low vitality, in whom wounds do not heal well, 
may cause some of the contents of the abdomen 
to project through the recently healed wound, 
either intestines or omentum. I have had to deal 
with three or four such cases myself, three in my 
own practice, and one in the case of a colleague, 
whom I saw as an emergency. I have reduced the ex¬ 
truded contents of the abdomen and in all the cases 
there have been no bad symptoms afterwards. The 
case under consideration was one where the gastro¬ 
jejunostomy was necessary owing to the condition 
of the stomach set up by the swallowing of the 
hydrochloric acid, and it has been shown, I think 
by the late Mr. Keetley, that where strong acids 
have been thus taken into the stomach the 
greatest amount of damage is often done, as was 
presumably in this case, at the pylorus. The 
next case was a comparatively young man—that 
is to say, a man of forty years—who for more 
than twelve months had been suffering from what 
was called indigestion : distension of the belly 
after food, flatulence and a constant gnawing pain, 
which was relieved for a short time by taking 
food which was followed by vomiting an hour or 
two afterwards. For some weeks he had been kept 
in bed, with fluid food, milk, etc., and had gradually 
improved. All the trouble had come back when 
he returned to ordinary food. He had no haema- 
temesis and no melaena. He had been losing 
weight, and five years before his admission he was 
said to have had a gastric ulcer and haematemesis. 
This patient was sent up to me by an old St. 
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George’s man in Devonshire, under the idea that 
medical treatment had been sufficiently tried and 
gastro-enterostomy was desirable. I operated upon 
him and I set out with the idea of doing the more 
fashionable of the various gastro-enterostomies, 
that is to say, the posterior variety. I consequently 
turned up the transverse meso-colon, and after I 
had examined the stomach I found the pylorus 
was bound down by extensive adhesions. I tried 
to do a posterior gastro-jejunostomy. But obviously 
the stomach was fixed, and I could have got very 
little of it through the rent in the transverse meso¬ 
colon. So in this case also I did the anterior 
operation. The man recovered without incident, 
rapidly putting on flesh, and he is now quite 
another man since the operation ; he has had no 
vomiting and has gone back to Devonshire, and I 
hope he is well and likely to continue so. In this 
case, then, gastro-jejunostomy was done for the 
effects of old chronic gastric ulceration. Another 
man whom Dr. Ogle asked me to see, a man ait. 
50 years, had the pain all over the gastric region 
and vomiting. He was very tender in the epigas¬ 
trium, and had been so for more than six months. 
Vomiting used to come on an hour after a meal 
and was quite black. He was all the time con¬ 
stipated, and when he took salts the motions w'ere 
black. He had then melsena as well as haemate- 
mesis, two symptoms that are not always present 
in gastric ulceration. He had had dysentery in 
South Africa thirty years ago when he was amongst 
our soldiers who fought at Majuba. It was thought 
that in all probability this was a case of malignant 
disease of the stomach, and so no doubt it is. 
When I opened the abdomen I found the pylorus 
was firmly bound down by adhesions, there was a 
hard, indurated, obviously malignant mass, and the 
adhesions were so extensive that in this case also 
1 decided on an anterior gastro-jejunostomy. 
There is not much to be said about the subsequent 
career of the patient. He recovered well. In this 
case I stitched his wound up by putting stitches 
through all the abdominal layers at once. The 
peritoneum was so friable that I did not think I 
could stitch up the abdominal wall in the usual 
way. One always stitches up the separate layers 
separately rather than put stitches through all the 
various layers at once. He has recovered and 
has gone home, and there is no doubt he has much 
benefited by his operation. Vomiting has ceased, 
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! he is putting on flesh, and, at least temporarily, the 
operation is a success. Pylorectomy or partial 
gastrectomy was here out of the question. 

T'he last case was an unfortunate man, ret. 42 years. 

; He was pale and had a greyish face, and was very 
• cadaverous looking. He had obviously lost much 
j flesh, and there was characteristic loss of elasticity 
in the skin. Evidently he was suffering from malig¬ 
nant disease somewhere. The symptoms pointed 
to malignant disease of the stomach, and he was so 
weak that one approached the operation with a 
certain amount of apprehension, with the idea that 
he might be one of those unfortunates who die of 
collapse or shock immediately or shortly after the 
operation. I decided, therefore, before I opened 
the abdomen, to do the operation which can be 
done most quickly, that is to say, the anterior one. 
I did just examine the stomach, and 1 found a mass 
of malignant disease there. It was too bad for us 
to think of doing anything but a gastro-jejunostomy, 

! and I did not spend much time in any impertinent 
| pathological curiosity as to the extent of the malig- 
I nant disease. One’s aim in all these cases should 
be to preserve the life of the patient, and not to 
find out minutiae which will be of no use to you in 
his treatment. This man has done very well, but the 
lack of vitality in him was so great that a portion 
j of the wound has healed by granulation; it did 
t not immediately unite. Sometimes in these patients 
j who are suffering from malignant cachexia you will 
find there is a very great delay in any healing at all. 
I have seen myself a wound ten days after operation 
which had been quiet and aseptic show very little 
1 trace of healing. This may be seen in late gastro- 
| stomies done on starving patients. In this man I 
: am speaking of the lower part of his wound healed, 

: but in the upper part, when the stitches were taken 
out it failed to unite. It is healing now by 
granulation. He is still in the hospital. He has 
put on flesh, is getting up, and eats anything in 
reason, is very much better, and does not now 
vomit. He is a different man compared with what 
he was; but I am afraid that his improvement is 
only temporary. 

In all those four cases I did, then, the non- 
1 fashionable operation, namely anterior gastro- 
j jejunostomy, that is to say, one brought the 
j small intestine up round over the transverse colon, 
! and united it to the stomach as near the great 
j curvature as possible. In doing that, and, in fact, 
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in all these operations, if is very necessary indeed 
that you should not make the mistake, when you 
get hold of the jejunum, of opening this portion 
of the bowel a great distance from its origin. 
This has accidentally been done before now. 
In one recorded case the jejunum was opened 
accidentally very low down. The patient after 
that operation was relieved of ail vomiting 
symptoms, but he died ten weeks afterwards of 
inanition. It stands to reason that if you are 
going by your jejunostomy to pass the stomach 
contents into the lower part of the jejunum, 
instead of into its upper part, as you should do, 
that your patient will not have a proper extent 
of intestinal surface for absorption and digestion, 
and the biliary and pancreatic fluids will be much 
missed. You must be careful, then, that you get 
hold of the proper end of the jejunum, that is 
to say close to the fossa duodeno-jejunalis at 
its commencement. Your object is to unite the 
stomach to the jejunum at the lower part of 
the great curvature. So much have some people 
insisted on this that they have recommended that 
the gastro-colic omentum should be detached from 
the great curvature and the blood-vessels ligatured 
so as to allow the anastomosis to be made at the 
most dependent part, so that the subsequent 
passage of stomach contents into the jejunum 
shall be facilitated as much as possible by gravita¬ 
tion in the upright or sitting position. I should 
not myself ever do this. In all these cases I did 
the anterior operation. In all of them I did not 
remove any of the mucous membrane of the 
stomach in making the anastomosis. I did, how¬ 
ever, remove the mucous membrane of the bowel, 
that is to say the jejunum, very freely, and I think 
that is the right thing to do. Some surgeons, 
and, in fact, a great many, remove the mucous 
membrane of both stomach and intestine, cutting 
away an elliptical portion, and sometimes making 
an anastomosis two and a half to three inches 
between the stomach and the bowel. In these 
cases I did not make such a large opening as that, 
and I did not remove any of the mucous membrane 
of the stomach, and I think it did not protrude 
in any case, whereas the mucous membrane of the 
jejunum did protrude in all, and I cut away 
a portion all round. I think if you make the 
opening into the jejunum rather larger than 
the opening into the stomach, there is less 


j likely to be the regurgitant vomiting which 
j is called the vicious circle. After gastro-jejuno- 
j stomy, the troubles of a patient very often are 
intense from what is called regurgitant vomiting, 
that is to say, the contents of the intestine go into 
the stomach and are vomited up. The anterior 
operation, its advocates say, is easier and quicker 
than the posterior. There can be no doubt about 
I that. But with the posterior operation you get a 
| more direct communication between the stomach 
and the bowel, and consequently there is less 
| likelihood of this regurgitant vomiting; the incision, 

| too, through the meso-colon allows a very thorough 
examination of the posterior surface of the stomach, 
much more so than the examination which is 
possible when you only do an anterior gastro¬ 
jejunostomy. Intestinal obstruction sometimes 
follows these operations. When the small bowel 
j is brought up and anastomosed to the stomach you 
1 can understand there may in exceptional cases be 
| a certain constriction, perhaps of the transverse 
j colon by the jejunum or of the jejunum by the 
| transverse colon, and in that way before now 
intestinal obstruction has followed this anterior 
operation. When you do a posterior operation,, 
bringing the stomach through the rent in the 
| transverse meso-colon, it is possible—and it has 
happened before now—that the bowel may later 
on pass through the rent in the transverse meso- 
f colon up into the lesser sac, and be strangulated, 
i To avoid this, you may stitch either the’stomach 
| to the edges of the rent in the transverse meso- 
i colon, or the jejunum to the same edges. With 
j regard to mortality, I do not think there is much 
j difference in the two operations. I think it is said 
that in the anterior operation the mortality has 
j been little more than in the posterior, and it is said 
that with the anterior operation you are more 
likely to get acute vomiting afterwards, whereas in 
the posterior operation you are more likely to get 
| chronic vomiting. 

There are other methods of doing this operation 
j than by the anterior method, which I did in these 
cases, or by the posterior method. The posterior 
method can be performed by making direct 
communication between the stomach and the 
commencement of the jejunum, or by making 
communication between the stomach and bowel 
at some distance from its commencement—in other 
I words, a loop operation—so that you can do the 
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posterior operation by means of a loop of jejunum | 
or without the loop. When you do it without | 
the loop the stomach is more fixed than when ! 
you do it with a loop. In the anterior opera- j 
lion in all cases you have a loop Again, the j 
posterior operation can be done with turning of j 
the jv-junum—reversion as it is called. You turn 
the jejunum over to the right side; there is dis¬ 
placement of the jejunum in anastomosing it to I 
the portion of the stomach which has been pulled 
through the opening of the meso colon. 1 show 
you in this diagram the line indicating the direc¬ 
tion of the incision into the stomach and into the 
jejunum when you do reversion and displacement. 
And you can do it direct, leaving the jejunum to 
take its normal course. So you have the posterior j 
gastro-jejunostomy with reversioo and displacement, 
posterior gastro-jejunostomy without reversion or 
displacement, and a posterior gastro-jejunostomy j 
by means of a loop. There are three kinds of j 
posterior operations, and they are now the fashion¬ 
able ones. Here is a diagram of the operation 
which goes by the name of Roux’s operation, or 
the Y-shaped operation, where the jejunum is j 
divided. The distal portion is stitdied to the | 
stomach posteriorly, and the proximal portion is 
anastomosed to the jejunum lower down—an entero- 
enterostomy. The reasons for this anastomosis 
are, first -of all, that there shall be a direct 
communication from the stomach into the distal 
poriion, and so a less tendency to regurgitation, ; 
and that the bile and pancreatic fluid shall, as far I 
as possible, go eventually into the intestine. A 
word about one of the functions of the j 
pancreatic and biliary fluids. Sometimes after j 
gastro-jejunostomy when the contends of the ! 
stomach—acid chyme—leave the stomach and do 
not pass as they normally snopld do into the 
duodenum, to be there neutralised by‘the bile and I 
the pancreatic fluid, there may occur a peptic I 
jejunal ulcer ; in other words the bowel becomes 
ulcerated in the jejunum, probably from the 
contact of free hydrochloric acid., Before now j 
these peptic jejunal ulcers have perforated and 
death hay resulted therefrom. This is one of the 
causes of death after gastro-jejunostomy. And it 
is with the idea of preventing these peptic jejunal 
ulcers that the jejunum is opened as near as 
po.-Sible to its commencement, and this is an 
argument in favour of the direct method of 


operating, rather than by means of a loop, as far 
as the posterior operation is concerned. 

There are other forms of gastro-enterostomy 
which we used to see practised more frequently 
than now, and that is where mechanical appliances 
were used, that is to say, Murphy’s button or bone 
bobbins. You present students have hardly ever 
seen Murphy’s button used in this hospital. Some 
years ago most of us occasionally used it. It is a 
mechanical appliance by which a metal button is 
passed with one portion of it in the stomach and 
the other in the bowel, and then the portions of it are 
pressed together, anastomosis being made in that 
way. There are many objections to the button, 
but I have seen and had successes with it. Some¬ 
times it was found that the button fell back into 
the intestine, and sometimes into the stomach. 
There is no telling what the button will do, and 
sloughing, peritonitis and death occasionally 
resulted from its use. Bone bobbins were once 
used also. There were various forms; the late 
Mr. Allingham invented one for intestinal anas¬ 
tomosis, and Mayo Robson’s name is identified 
with another variety, which in his hands has given 
splendid results, but all are now practically dis¬ 
carded. Nothing of the sort is used here now. 
Other methods of gastro-jejunostomy, such as by 
the use of the elastic ligature, I need not trouble 
you with. In each case I think the method of 
operation should be settled when the laparotomy 
is being performed. In all these cases which I 
have brought before you to-day I did the anterior, 
the non-fashionable, operation, and I think I did 
right. I do not think that the advantages of the 
posterior operation are so great as tfo make it of 
necessity better than the anterior operation. The 
anterior operation is easier to do, and it is also 
quicker, and that is sometimes a very important 
matter, as it was in one of the cases which I have 
narrated to-day. The anterior operation, I think, 
is now being a little unjustly neglected. In all 
these cases direct suture was employed, continuous 
sero-muscular suture, and then another suture going 
through all the coats of bowel and stomach, and 
finally a sero-muscular suture, uniting the parts 
over that. With regard to the after-treatment 
of these cases there is not very much to be said, 
except that when you have performed gastro¬ 
jejunostomy do not hesitate to feed the patient 
early. Give fluid food the same night. Some 




262 The Clinical Journal.] 


DR. LANGMEAD. 


[Aug. 2, 1911. 


people advocate givirtg the stomach some proteid, 
like milk or cream, which will employ the acids in 
the digestive fluid and thus divert their activity 
from attacking the walls of the jejunum. It is said 
that if you give milk and cream soon after the 
operation the patient will do better and the stomach | 
will do better work, and in that way there will be ' 
much less risk of gastro-peptic ulceration. 

Remember, then, in recommending gastro- ! 
jejunostomy to your patients that you^ never re¬ 
commend it to them simply because it is the ! 
fashion. As I have said, many operations have ! 
been doneand someof them without sufficient cause. 

I think that in all the cases I have mentioned to j 
you this afternoon I have shown there was ample 
and sufficient reason for operation. All the patients 
have been benefited—two probably permanently ! 
so—and in doing the anterior operation I have f 
obtained as good results as I could have from the 1 
more fashionable posterior one. There has been 
no regurgitant vomiting in any of the cases, and 
this I am inclined to attribute to the opening in j 
the jejunum, the mucosa of which I cut away being | 
larger than the opening into the stomach, the | 
mucosa of which I respect. 

July 31st, 1911. j 

I 

The Motor Functioning of the Intestine in 
Relation to the Motor and Secretory Con¬ 
ditions of the Stomach —Jonas tabulates the 
findings in thirty-eight cases of gastro intestinal 
disturbances, his conclusions being that there is no 
special connection between the degree of acidity of 
the stomach and the motor functioning of the 
intestines, but that any obstruction to the evacua¬ 
tion of the stomach has a proportional retarding 
influence on the passing of the contents through j 
the intestine. Even when the motor functioning ' 
of the intestine is normal elsewhere, if the rectum j 
has lost its sensitiveness, stool will accumulate I 
there and the clinical picture of constipation be 
presented, although in reality conditions are normal 
except in the rectum. Jonas found the motility of 
the intestine alwa>s parallel to that of the stomach, 
that is, intestinal hypermotility seems to be the 
rule, at least in the upper segment, in cases of 
achylia, nervous hypermotility of the stomach and 
ulcer, and sometimes with intestinal catarrh.— 
Journ . A. M. A. y vol. lvii, No. 3. 


TETANY AND DILATATION OF 
THE COLON. 

By FREDERICK LANGMEAD, M.D., M.R.C.P., 

Assistant Physician to the Royal Free Hospital and to 
the Seamen’s Hospital, Greenwich ; Physician 
to Out-patients, Paddington Green 
Children’s Hospital. 

Among the many causes of tetany, gastro-intestinai 
disorder has long been recognised to be one of the 
principal. Thus, in the British Isles, where tetany 
is very largely a disease of rickety infants, it is 
almost always accompanied by diarrhoea or the 
passage of obviously abnormal and offensive 
motions. Past the age of infancy it is usually seen 
as a complication of dilatation of the stomach. 
The object of this, paper is to call attention to a 
definite symptom-complex which has hitherto found 
no place in the literature. In its most complete 
and characteristic form it consists of three parts : 
(1) relapsing tetany; (2) dilatation of the colon; 
(3) abnormal and offensive motions. The tetany 
differs from that to which we are accustomed by 
virtue of its chronicity, and its tendency to recur 
again and a£ain after weeks or months of freedom. 
It is independent of rickets occurring in children 
past the period when that disease is active. A 
single attack may last for months—indeed, in a case 
now under observation facial irritability has been 
present except at two examinations for three years. 
The spasms may be very severe, and in several 
instances caused the child to cry out and show' 
obvious signs of acute suffering, but hitherto they 
have been confined to the limbs and the larynx; if 
the latter is affected attacks of laryngismus stridulus 
occur such as are usually heard in the case of 
rickety infants. 

The nature of, the dilatation of the colon is not 
always the same and probably in some cases is 
only temporary, but this is a difficult matter to 
prove, since even where enormous dilatation is 
present there are times when it is not demonstra- 
table. Again, it is not possible clinically to 
determine whether dilatation is accompanied by 
atony and thinning of the wall or by hypertrophy, 
so that the only data as to this point are those 
derived by post-mortem examination in the fatal 
cases or by operation. In only three of my cases 
is this evidence available; two were cases in which 
many relapses of tetany occurred, in one of which 
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there was no hypertrophy to be made out by the 
naked eye, but slight hypertrophy of the muscu- 
laris mucosre on microscopical examination ; in the 
other the wall of the bowel was abnormally thin. 
The third case was one in which Chvosteks sign 
was piesent without other evidence of tetany, and 
post mortem very great hypertrophy of the wall 
accompanied dilatation of the lumen. Dilata¬ 
tion of the colon was obvious in all the cases on 
which this paper is based, but there is not sufficient 
evidence to show how the dilatation is produced and 
how often it is associated with hypertrophy. 

The motions are always abnormal and offensive, 
sometimes extremely so, but are various in clinical 
appearances. Perhaps the most characteristic are 
bulky, grey, or greenish-grev, and porridge-like in 
consistence. The tetany is related more closely to 
the state of the motions than to the amount of 
dilatation of the bowel, and in cases where the 
enlargement of the colon is persistent it is only 
with the appearance of ihe unhealthy motions that 
the tetany recurs, to subside again when they 
become more normal. 

In nearly all the cases general growth and 
development were retarded, the patients becoming 
thin, wizened, undersized, and mentally backward. 
The stunted growth and mental backwardness 
together with bulky greyish and offensive motions 
and signs of intestinal disorder, cause these 
cases to resemble closely those described by Herter 
of Chicago by the name of intestinal infantilism. 

I have notes of fourteen cases which illustrate 
the connection between dilatation of the colon and 
tetany. In seven the syndrome mentioned above 
was complete, the dilated colon and offensive 
motions being associated with tetany of the chronic 
and relapsing type ; in three tetany occurred once 
only while under observation; and in the remain¬ 
ing four the tetanilic state w r as only manifest 
clinically by facial irritability. 

It may be contended that facial irritability by 
itself is of no valqe as evidence of tetany, and it 
must be acknowledged that it is sometimes found 
in tuberculosis, chlorosis, hysteria, and neurasthenia 
(Schlesinger), and even in normal individuals. 
There are, however, gradations in its intensity. 
Frankl-Hochwart, whose monograph is the most 
complete contribution to the subject, is of opinion 
that whilst a slight twitching of the eyelids or 
pouting of the lips in response to a local stimulus 
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by tapping is of no special importance, a contrac¬ 
tion of the whole of the side of the face is 
diagnostic of the tetanilic condition, and has the 
same significance as the carpo pedal spasms or 
] laryngismus stridulus. 

Cases of Patients showing the Complete Syndrome . 

Cask i was that of a boy, aet. 6 years, under 
the care of Dr. Garrod at the Hospital for Sick 
Children, Great Ormond Street. He first came 
under observation in November, 1903, when he 
was admitted with a history of having always been 
thin and weakly, and of having suffered from 
frequent attacks of diarrhoea. His abdomen had 
been noticed to be unusually prominent. He was 
found to be a thin, ill-developed, undersized, 
rickety child, with a very old looking, wrinkled 
face. His abdomen was greatly distended, showing 
obvious intestinal coils. There was no evidence of 
ascites, nor could any masses be felt, yet in spite 
. of the absence of these signs, the general fulness 
I of the abdomen and the presence of wasting and 
; enlargement of the lymphatic glands favoured 
abdominal tuberculosis as the most probable dia¬ 
gnosis. 

While in the hospital he developed definite 
tetany of both upper and lower extremities, accom¬ 
panied by well-marked facial irritability. Asso¬ 
ciated with this there were very unhealthy motions, 
which were large, pultaceous, and greyish-green in 
colour. Intestinal antiseptic treatment by salicylate 
of bismuth was ineffectual, and improvement did 
j not begin until the lower bowel was irrigated every 
morning. Under this treatment he steadily gained 
weight, and his tetany disappeared synchronously 
with the appearance of healthy motions. In 
j February, 1904, three months after admission, he 
; was discharged. 

1 He was re-admitted in March with another 
attack of tetany, which was said to have started 
soon after he left the hospital. The disease had 
now assumed a more severe form. His hands and 
feet were in an exaggerated tetanilic position, the 
hands being flexed on the forearms at an acute 
angle. The spasms were sufficient to cause him to 
cry out, and it was found necessary to use chloro¬ 
form to give him relief. His motions had the 
I same appearance as on his first admission. Nothing 
! new was noticed about the abdomen. Three weeks 
later he was discharged again free from spasm. 
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A fortnight after he was admitted for the third 
time, with a history of increased abdominal disten¬ 
sion, offensive stools, and tetany for a week. On this 
occasion the abdomen, as before, was tense and j 
distended, but now, in addition, a definite viscus 
could be seen standing out in the left hypo¬ 
chondriac and lumbar regions. This, at first, was 
thought to be a dilated stomach, and the condition j 
to be that of gastric dilatation with tetany, but ] 
while washing out the stomach its limits could be I 
clearly defined by palpation combined with per¬ 
cussion, and were found to be normal. The viscus J 
was therefore thought to be the transverse colon, j 
He was discharged free from tetany in June, and 
had no recurrence until January, 1905, stven 
months later. 

On that date he was admitted for the fourth time 
with very severe tetany and porridge-like stools. 
As before, a hollow viscus could be seen bulging 
the abdominal wall, above and to the left of the 
umbilicus. Careful dieting, gastric lavage, and ! 
intestinal antiseptic treatment all proving unavail- | 
ing, colonic irrigation was employed, as on the 
first occasion, and led to cessation of the spasms 
and rapid general improvement and gain in weight. 

He was discharged very much better in March, 
1905, three months after admission. A fresh 
symptom had occurred, namely, hematuria, with 
slight additional albuminuria. He had been outside 
the hospital for only a fortnight when he was 
re-admitted for tetany for the fifth time, but now it 
was accompanied by diphtheria, which proved 
rapidly fatal. I 

Post-mortem .—I found the body to be that of a | 
very poorly nourished, puny child. There were i 
faucial and laryngeal diphtheria and secondary | 
broncho-pneumonia. With regard to the previous t 
symptoms and signs, the abdominal Condition was j 
of chief interest. Here it was at once evident that 
there was an unusual arrangement of intestines. 
The sigmoid loop occupied the greater part of the j 
left side of the cavity, reaching up to the costal 
margin and hiding the stomach from view. No 
coils of small intestine could be seen, except those 
which lay to the right of the mid-line, the others 
being displaced by the sigmoid. The rectum, too, 
was much ballooned, whilst at the junction of the 
rectum and sigmoid was a more constricted zone; 
but even here the lumen was certainly as large as 
normal. This distended loop was attached to the 1 


posterior abdominal wall by a long mesentery, 
measuring six inches from the centre of the loop. 
There was a second peritoneal attachment by a 
fold, which extended from this mesentery close to 
the gut to the hepatic flexure of the colon, form¬ 
ing a crescentic sharp edge, crossing the mid-line 
about the level of the umbilicus. The walls of the 
sigmoid appeared slightly hypertrophied. Neither 
the rest of the intestine nor the stomach was 
dilated. The haematuria was explained by the 
presence of two calculi in the pelvis of the right kid¬ 
ney. One was a coral calculus, weighing 63 gr., the 
other a smaller smooth calculus, occupying a single 
calyx, weighed 5 gr. Chemical examination proved 
them to be composed of uric acid. There was no 
obvious destruction of renal tissue No change in 
the neuro-muscular system was detectable by the 
unaided eye. Dr.Graham Forbes kindly examined the 
sigmoid loop histologically, and reported that there 
was necrosis of the cells of the glands and lymph- 
follicles. The muscularis mucosae was thickened. 
There was no change in the circular or longitudinal 
muscular coats. He reported that the median and 
ulnar nerves showed such changes as were com¬ 
patible with fatal diphtheria. 

Case 2 is that of a boy, set. 3 years and 2 
months, who also was admitted into the Hospital 
for Sick Children under the care of Dr. Garrod. 
His mother said that for about six months before 
the date of admission (May 10th, 1906) he had 
been passing three or four whitish motions a day, 
and that on four occasions the hands had been, as 
she put it, “ drawn up ” for a week or two at a time. 
The first attack had occurred when he was nine 
months old ; the last had been first noticed four days 
before admission. He was the youngest of nine 
children and had always been backward, only then 
beginning to talk, and had never been able to stand 
or walk. 

His condition on admission was very like that of 
the first patient, the similarity in appearance 
being especially striking. He was a small, wizened 
child with a pinched, aged expression. The ribs 
were distinctly beaded, but apart from this there 
'were no evident signs of rickets. The hands were 
in the position characteristic of tetany, and facial 
irritability, Erb’s and Trousseau's phenomena were 
easily elicited. The abdomen was generally dis¬ 
tended, and by palpation gave the impression of 
being packed with contents, but nothing more 
definite could be made out on the first examination. 
His stools were found to resemble those of the boy 
described under Case 1. They were pale, pulta- 
ceous, and very offensive. The effect of washing 
out the large intestine was so beneficial in the first 
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case that this patient was treated in the same 
way. The first enema evacuated a large quantity 
of the characteristic faecal material, aud subse¬ 
quently saline enemata up to the volume of two 
ints were easily retained for several hours. After 
e had been in the hospital for two or three days 
and his large intestine had been emptied in this ; 
way signs of a large hollow viscus could be 
detected by abdominal examination. By percus¬ 
sion a drum-like note could be produced over 
the epigastric, left hypochondriac, lumbar and 
iliac regions, and in limited areas, notably in the f 
left iliac region, the note was distinctly tubular. On 
two or three occasions peristalsis was seen over the 
same area, but it was impossible to determine its 
direction. A week later the stools had become 
yellow and had lost their characteristic consistence, 
the abdomen was less distended and more flaccid, 
and the tetany was much less. It seemed 
necessary, if attacks of tetany were to be avoided, 
to operate and remove the dilated gut, but he was 
far from a fit subject for so serious a procedure— 
indeed, it seemed unlikely that he would survive it. 
For this reason medical treatment was directed 
towards improving, if possible, his general condition. 
Careful dieting and daily lavage promised to 
be successful, and at first he gained weight and 
became generally better. The tetany did not 
return and the motions remained normal. Unfor¬ 
tunately, however, his improvement was only tem¬ 
porary, and on June 6th, nearly a month alter 
admission, he developed diarrhoea, refuseo his food, 
and began to lose the weight he had gained. 

On June 8th Mr. Arbuthnot Lane operated 
and removed about ten inches of dilated sigmoid 
flexure. No more manipulation was used than 
was absolutely necessary and no further examina¬ 
tion was made. For a few days an improvement 
was evident, but afterwards the pultaceous motions 
recurred, five to seven daily, and death took place 
on the twelfth day after the operation. 

Post mortem .—When the abdominal cavity was 
opened it was at once evident that the latge intes¬ 
tine was considerably dilated throughout and filled 
with gas. In the undistended state the appearance 
of the bowel was sufficiently striking, but on infla¬ 
tion its size was seen to be remarkable. Two large 
loops of intestine were defined, one formed by the 
ctecum and first part of the ascending colon, the 
other by the transverse colon, the intervening part 
being also distended, but to a less extent. The 
two loops seemed to fill the abdominal cavity, 
completely hiding the remainder of the contents 
from view. The distribution of the dilatation was 
due to the peritoneal attachments, since when the 
colon was removed from the body the dilatation 
became uniform. The large bowel measured 25 in. 
in length, in addition to the 10 in. previously 
excised. Its walls were not hypertrophied, but thin 
and velamentous. No obstruction was present. The 


small intestine was not dilated. The sigmoid 
flexure had been removed at the operation and 
end-to-end anastomosis effected, resulting in a 
perfect junction. No other morbid change was 
found. 

Case 3.—The account of this case I have found 
among the records of the Hospital for^ick Children. 
It is the only example of this condition I have 
been able to find among them. It is that of a girl, 
?et. 2 \ years, who was under the care of the late l)r. 
Sturges in 1884. Her history was as follows. Till 
the age of fourteen months she had been quite 
healthy, but then developed diarrhoea, p issing slimy, 
green, offensive stools containing undigested curd. 
She also began to waste rapidly, and in contrast to 
her general malnutrition her abdomen became dis¬ 
tended. At the same time she became subject to 
attacks of tetany, which lasted according to the 
mother sometimes for a week, at other times for a 
shorter period. The attack of tetany for which 
she was admitted had been present for two days. 
In the ward she was seen to be an emaciated child 
with a pinched, monkey-like lace, whilst her 
abdomen was large, full, and resistant. Diarrhoea 
is noted as having been present, but no fuller 
description of the stools is given. Laryngismus 
developed if she became excited. Diarrhtea, tetany 
and wasting continued until she died from broncho¬ 
pneumonia a month latter. Post mortem the body 
was very emaciated, weighing only to| lb. I he 
only lesion found except broncho-pneumonia was 
a dilated transverse colon. 

Case 4 is that of a girl, now set. 11 years, whom 
I have had under observation for three years, since 
April 3rd, 1908, at Paddington Green Childrens 
Hospital. Five weeks before admission she awoke 
in the night, crying out with pain in the limbs, 
and her mother noticed that the fingers and toes 
were drawn together, and that the hands were 
44 drawn up at the wrists.” She could not move 
her legs. This state of cramp and spasm of the 
legs and arms had continued, and had frequently 
been exaggerated into definite attacks, during 
which noisy and difficult breathing occurred. 
Nothing of the sort had been noticed before. 
'There had been no fit* or loss of consciousness. 
She is one of ten children, the otheis being all 
healthy, except one who died of broncho-pneu¬ 
monia. She was breast-fed for five weeks, and 
then fed,on cow’s milk and barley-water, and has 
always been weakly, having worn a jacket for 
spinal curvature for eighteen months. When 
examined on admiss on she was seen to be a 
health)-looking, well-nourished, though somewhat 
undersized girl, with concomitant strabismus. 
Her teeth were very brittle, eroded, and ill- 
developed. The hands and feet were drawn up 
in the characteristic position .of tetany. Ibis 
occasionally relaxed, but could be reproduced by 
Trousseau’s method, more rapidly on the right 
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side. If stood up the spasm of the legs became 
worse, rendering walking impossible. Facial irri¬ 
tability was very pronounced on both sides. By 
combined auscultation and percussion of the abdo¬ 
men a large hollow viscus could be mapped out in 
the position of the colon. It appealed that the 
whole of the *colon was dilated, and another coil 
was present in the left lower quadrant of the 
abdomen, which was probably the sigmoid loop. 

On the day of admission a definite attack of 
laryngismus stridulus occurred, and was accom¬ 
panied by an accentuation of the tetany. Similar 
attacks occurred three times during the first night 
and once the next day. An enema, a pint and a 
half in volume, was retained with ease, and by its 
aid the dilatation of the colon was rendered more 
obvious, and splashing (which was frequently de¬ 
tected afterwards without enemata) was elicited. 
The urine both now and until improvement 
occurred contained indican. 

On the presumption that the tetany was due to 
putrefaction in the dilated bowel, the treatment 
employed was daily wash-out enemata, together 
with the administration of a mixture containing 
castor oil and salol by the mouth. After about 
fourteen days of this treatment, as the condition 
was little altered, she was fed on milk which had 
been coagulated by sauerin. The tetany, laryn¬ 
gismus and facial irritability persisted, and koumiss 
was substituted without effect upon the symptoms. 
Thyroid (i gr.) twice a day was then tried, but the 
next day sixteen loose, offensive motions were 
evacuated, so that it had to be discontinued and 
energetic treatment with bismuth and opium 
employed for a week before the diarrhoea was 
controlled. As a result of the diarrhoea the 
patient was much more ill generally, whilst the 
tetany and laryngismus stridulus were also worse. 
Wash-out enemata were re-started and combined 
with massage along the course of the large intes¬ 
tine for ten minutes daily. The child now began 
to improve, and this line of treatment was persisted 
in. After two months she had gained four pounds 
in weight, and the tetany and laryngismus had 
subsided. Afterwards she attended the out-patient 
department from time to time, the massage having 
been continued for about six months. She 
remained free from tetany until March 3rd, 1909. 

On March 3rd, 1909, according to her mother, 
she became restless with spasms in the throat, and 
then a “ fit ” followed, which was apparently another 
attack of tetany. This was succeeded by vomiting. 
On March 6th laryngismus recurred. When exa¬ 
mined on March 8th Trousseau’s sign was present. 
The character of the motions was not noticed 
before the attack, but afterwards they were copious, 
green, and offensive. 

On April 29th, 1909, Mr. Mayou kindly saw the 
patient, with a view to examining for such opacities 
of the lens as have been described by certain writers 


as being associated with ill-formed teeth, sparse, 
dry hair, and stunting of growth, and regarded by 
them as evidence of thyroid inadequacy. No 
opacities were seen. 

On May 24th, 1909, the mother says that on 
three occasions the child has turned white and 
fallen down, and twitched. She thought it was a 
“ fit ” on each occasion. 

From June nth to 21st, 1909, severe vomiting 
and diarrhoea occurred, the motions being very 
offensive. She was admitted, but when in the 
hospital it quickly ceased, and no tetany was 
noticed. Facial irritability was present, however. 

On August 30th, treatment by thyroid was 
attempted again, only gr. being given night 
and morning, and was continued until October 
nth, 1909, when diarrhoea and vomiting returned, 
and the lacial irritability was very marked. It was 
then replaced by a castor-oil mixture, which was 
given regularly until March 14th, 1910. During 
this time, according to her mother, there were 
repeated attacks of loose motions, and occasional 
vomiting. Chvostek’s sign persisted. On this date 
a bismuth and soda mixture was substituted. 

April 4th, 1910, she fell down unconscious, 
and vomiting and diarrhoea followed, the motions 
being very offensive. The bismuth mixture was 
again replaced by a castor-oil mixture, to which 
were added 1 gr. of salol and 2 gr. of potassium 
bromide. 

April 25th, 1910 : Vomiting for a v^eek ; tetany 
returned for two days. 

June 6th, 1910 : Vomiting everything again. 
Cramps in legs. Bismuth mixture given, and 
persisted in: 

September 26th, 1910: Diarrhoea and sickness 
again. The hands were said to have been drawn up 
and clenched. It now became difficult to say how 
much of the vomiting and contracture of hands 
and feet was hysterical, and how much due to 
tetany—a difficulty which has been emphasised in 
chronic cases, especially by Frankl-Hochwart. 

On November 12th, as she was said to have 
intractable vomiting and attacks of stiffness 
and contraction of the hands and legs every day, 
she was admitted into the hospital, but during a 
week’s observation no vomiting or tetany occurred. 
After her discharge, on November 19th, the vomit¬ 
ing is said to have re-started. 

On December 19th, 1910, she had not walked 
for five weeks, because of drawing up of the 
toes. Examination of the abdomen revealed a 
broad band of resonance along the course of the 
colon, but its outline could not be determined 
as easily as on her first admission. 

January 2nd, 1911: Abdomen distended, 
apparently chiefly due to colon. Two days ago 
laryngismus, and on 31st December an attack of 
tetany. 

January 23rd: For three days toes so drawn 
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up that she could not put her boots on. Attacks 
of laryngismus stridulus also. 

January 30th : During the last week several 
attacks both of stridor and tetany. Cannot put her 
feet to the ground. The colon is now definitely 
dilated. 

February 6th : Still tetany, which has been pre¬ 
sent all the week, with frequent attacks of stridor. 

The condition continued little altered until 
March 6th, when the spasm of the feet and hands 
relaxed to some extent. A vulvar discharge, from 
which she had suffered for several months, having 
now completely ceased, I was able to admit her 
to the hospital. She had not been able to walk 
for more than four months. Her general con¬ 
dition was not good, but there was npt as much 
wasting as one would be led to expect by the 
history of vomiting, which suggested that this 
symptom had been exaggerated. 

For the last month she has been recovering 
from the last attack of tetany. An extraordinary 
feature of the case is that, since first seen three 
years ago, facial irritability has only been absent 
for short intervals, and only on two occasions 
have I failed to elicit a very pronounced contraction 
on tapping the cheek. 

Cask 5.—A boy, set. 1 year and 6 months, 
who was admitted to the Hospital for Sick 
Children under the care of Dr. Garrod. He had 
always been backward in every way. For six 
months the abdomen had been noticed to be 
swollen, and diarrhoea had frequently occurred, 
the motions being very offensive. For the first six 
months of life he had been breast-fed, and after¬ 
wards he had been carefully fed, the diet including 
fresh mill^ scraped beef, potato, yolk of egg, and 
bacon fat. 

On admission to the ward he was seen to be 
a thin, ill-developed child, and obviously rachitic. 
The abdomen was distended and resonant to per¬ 
cussion all over. Peristalsis was not visible. The 
stools, were large, yellow, and offensive. 

Although no visible peristalsis was seen, the 
abdominal distension and tympanic resonance 
suggested colonic dilatation from its distribution, 
and this, coupled with offensive loose motions and 
general malnutrition and poor development, pro¬ 
vided a strong resemblance to the first two patients 
of my series. Evidences of tetany were carefully 
watched for, and the large intestine was washed 
out with rectal enemata. Salicylate of bismuth 
was given by the mouth, and the boy was fed on 
koumiss. In spite of these efforts the stools 
remained offensive. About nineteen days later 
Chvostek’s sign appeared, and tetany could be 
induced by Trousseau’s method. Two days later 
tetany was manifest. On the mother’s attention 
being drawn to this condition, she stated that he 
had had a similar attack four months before, lasting 
for about four days. 


A few days later oedema appeared on feet and 
extended to the thighs. 'The abdominal distension 
persisted, as did the offensive motions, and he 
died about a month after admission. A cloud of 
albumen was noted in the urine on one occasion. 
No post-mortem was allowed. 

There are two other cases which apparently belong 
to this group, one reported by Dr. Batty Shaw 
and Mr. Mant, and the other by Dr. Sutherland. 

The first was an ill nourished child, ait. 9 years, 
who for four years had been subject to gastro¬ 
intestinal disorder. For eighteen months her 
abdomen had been distended, and for the same 
lime she bad been unable to walk because of 
weakness of the lower extremities. Repealed 
attacks of tetany had occurred for seven months. 
To her generally ill-nourished condition were added 
considerable secondary anaemia, puffin ess Qf the 
face, and firm oedema of the feet and hands. At 
one time her knee-jerks were lost. At first the 
tetany disappeared while she was being treated 
with salol and other antiseptic measures by the 
mouth, but when the condition recurred this treat¬ 
ment proved useless. Thyroid substance was given 
and the tetany soon went. 1 am able to add 
another point to the clinical history of this case by 
the kindness of Dr. Batty Shaw. Shortly after¬ 
wards the abdomen was explored by Mr. Billon 
Pollard, and a general enlargement of the large 
intestine was found, not, however, to a very con¬ 
siderable extent. 

The other case was that of a girl, who was first 
admitted at Paddington Green Children’s Hospital 
on April 16th, 1910, under the care of Dr. Suther¬ 
land. She was then aet. 3 years and 2 months. For 
twelve months she had suffered from pain in the 
abdomen, and for from three to four weeks, at 
intervals,,the thumbs and fingers had been drawn 
into the tetanilic position. This had been worse 
for three or four days, and been associated with 
pain in the hands and feet. The spasm was 
noticed by the mother to go away during sleep and 
to return immediately on waking. 

There were six other children in the family, all of 
whom were healthy, except the patient. 

When admitted she was noticed to be a pale, 
delicate child, but fairly-nourished. The abdomen 
was distended and the feet swollen. The hands 
were in the accoucheur position, the fingers being 
very rigid and painful, and obviously tender if 
touched or moved. Laryngeal spasm was induced 
by crying. A general eruption ot lichen urticatus 
was present. The abdomen was tight and pro¬ 
tuberant, and tender all over. By tapping* a 
distinct thrill could be felt, but no other evidence 
of free fluid was obtained. No masses or glands 
were felt, but the case was considered at first to be 
one of tuberculous peritonitis. 

The next day, April 17th, the tetany had quite 
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gone and the abdominal distension was much less, 
but persisted until the girl was discharged on 
April 26th to go to the convalescent home. 

At the beginning of August, 1910, the hands 
began to contract again, and twitching of the arms 
was noticed. The mother could give no very 
clear account of the attacks, but apparently the 
periods of freedom varied from two or three to ten 
days, and ihe attacks lasted for about an equal 
time. The spasm of the hands was painful and 
caused her to cry out and prevented sleep. 
Diarrhoea was sometimes present and occasional 
prolapse of bowel occurred. She had not been 
able to walk for a month, and often could not bear 
to have her socks or gloves put on when she was 
re-admitted to the hospital on October 12th, 1910. 

There was now definite tetany of all four limbs, 
the spasm not being confined to the feet and hands, 
but also producing flexion of the elbows and knees. 
Any attempt at straightening the digits or limbs 
caused pain. The dorsa of feet and hands were 
red ematous. 

breathing was hampered by laryngeal' spasm. 
The abdomen was distended and tympanitic, but 
no definite evidence of tuberculous peritonitis was 
forthcoming. 

Next day, October 13th, a very copious motion 
was passed, and resulted in much less distension 
and resistance of the abdomen, thus indicating 
that the distension was chiefly intestinal. Now 
manipulation was easy but no signs of tuberculosis 
were found. 

On October 15th Chvostek’s sign obtained. 
The tetany was less. Von Pirquet’s tuberculosis 
test negative. 

On October 16th the toes were held in a 
position of planfar flexion. If the knee was 
extended slightly it continued to extend involun¬ 
tarily, and if the leg was elevated with'the knee 
extended, the toes became acutely flexed on the 
sole. No spasm or stricture could be felt by 
rectal examination. 

On October 25th Chvostek’s sign was still 
present, but tetany nearly gone. No splashing 
obtained on examination of abdomen, but general 
tympany. A bismuth meal was not detained in its 
passage through the bowel, so that obviously there 
was no stricture ; the size of the bowel was not 
definable by X ray. 

When discharged on November 9th the tetany 
had quite gone. No signs of active rickets were 
present. By the kindness of Dr Sutherland I was 
enabled to see this patient on several occasions, 
and although it was not possible to be sure of the 
dimensions of the gut it appeared on combined 
auscultation and percussion that the distension of 
bowel was chiefly colonic. A broad band of 
tubular resonance could be elicited along the course 
of the colon, especially over the caecum and 
ascending colon. 


Sub-guo up A.— Cases of patients who ice re the 
subjects of tetany and dilatation of the co/on , 
but in whom only one attack of tetany was seen. 

Case 8 is that of a girl, aet 11 years and 8 
months, who attended Paddington Green Children's 
; Hospital on May 18th, 1908, for distension of the 
abdomen and attacks ol stiffness and drawing-in 
of the fingers and toes. Examination showed this 
to be due to tetany. By abdominal examination 
a dilated colon could be seen standing out, the 
outline of its transverse part being distinctly visible. 

I A tubular note was audible over it, and auscultation- 
percussion still further delimited its borders. Over 
: the dilated transverse colon splashing sounds were 
elicited. The tetany lasted about a week, and 
| after wards the patient ceased attendance. 

Case 9. —A girl, set. 2J years, attended Pad¬ 
dington Green Children’s Hospital first in March, 

| 1908. She had waked up at 2 a.m. on February 
27th and cried loudly, and when the mother looked 
at her she found that both hands and the right foot 
were diawn up in spasm. She had always been 
delicate, having had frequent attacks of diarrhcea. 
Thread-worms had been noticed for about a year. 
She had been fed on the breast for a year anil 
I eleven months. 

When examined after admission she was seen 
to be very rickety. Marked bossing of the skull 
was present The tetany was very definite, involv¬ 
ing both arms and legs and the right side of the 
| face. This side of the face was screwed up so thai 
the right eye was partly closed. The arms were 
adducted and flexed at right angles. The wrists 
were flexed and the hands showed ulnar deviation. 
The fingers were drawn together and thumb drawn 
I between the fingers in the usual way. Screaming 
ensued if the limbs were moved. Both legs were 
adducted, so that the scissor-like position was 
assumed. The toes were drawn together and flexed. 
Chvostek’s and Erb’s signs were present. The 
jaw muscles were slightly affected. On abdominal 
examination a broad band of tympany could be 
made out reaching from the caecum and across the 
abdomen, its lower edge reaching nearly to the 
umbilicus. The ascending and transverse colon 
i was obviously distended, but the state of the 
descending colon was less defined. No dilatation 
of the stomach could be made out. The coild was 
| constipated. 

Under treatment with a castor-oil mixture the 
| condition rapidly improved. The first motions 
were undigested, greyish-green in colour, and con¬ 
tained mucus. She was discharged practically 
recovered a week later, facial irritability and 
Trousseau’s signs being still present however. 
After another week these signs had not disappeared, 
and distension of the colon was still definite. 

On May 1st, 1908, she attended again. There 
1 had been no fresh tetany, and now the colon was 
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less dilated. The motions were normal. Later 
she developed syphilitic periostitis, but although the j 
motions were occasionally loose and offensive, no 
tetany developed. 

Case 10. — A Jewish girl, aet. 2 years and 5 
months, admitted to Paddington Green Children’s 
Hospital in March, 1911. She was brought be¬ 
cause on three occasions during the preceding week 
she had suffered from attacks of spasms in the 
hands and feet, each of which was accompanied 
by spasm of the throat. The motions had been 
noticed to be white, pasty, and very offensive. The 
abdomen was always swollen. When examined, 
she was found to be a very rickety child. All 
the limbs were in the tetany position, oedema being 
present on the dorsaof the wrists and feet. Facial 
irritability was present. On abdominal examination 
a distended coil of bowel, corresponding in posi¬ 
tion to the whole length of the colon, was clearly 
visible, and on percussion gave a hyper-resonant 
drum-like note. A few days later the tetany had 
gone, but could be brought back by constriction of 
the limb (Trousseau’s sign), whilst facial irritability 
was still present. The colon was no longer dis¬ 
tended. In a week all tetany gnd colonic 
symptoms were absent. 

t 

Sun- group B .—Larval form , facial irritability 
being the only evidence of the tetanilic state. 

Case ti. —A girl. aet. 5 years and 8 months, was j 
admitted to Paddington Green Children’s Hospital 1 
under the care of Dr. Guthrie on December 10th, 
1908. She was said to have been quite well until 
December 6th, when she became drowsy, and her I 
legs were noticed to be swollen. Constipation ' 
had been present for three weeks, the bowels being 
moved every other day, but the motions were small 
and scybalous. On the 7th and 8th the drowsi- 1 
ness and swelling of the legs increased, and the | 
abdomen was also noticed to become increasingly 
distended. On the 8th the bowels were satisfac¬ 
torily opened, the motions being loose and very I 
dark. Vomiting started, however, and increased 
in severity, so that no food was retained. The 
bowels were not opened again before admission 
on the 10th. Difficulty in micturition had been 
noticed since the 6th, and it was said that no urine : 
had been passed for twenty-four hours. 

After admission the child lay quietly in bed, and 
was not at all distressed, but rather drowsy. The 
abdomen was very distended, and coils of intestine, 
apparently colon, bulged out the anterior abdominal 
wall. Active peristalsis was plainly visible in 
these. The belly wall was soft and flabby, not 
resistant or tender. The note was tympanitic all 
over, no signs of fluid being obtainable. By rectal 
examination a band could be felt on the right side 
of the bowel, but no obstruction or alteration of 
the wall. Four ounces of urine were withdrawn 
by catheter. Specific gravity was 1035 ; it con- 


1 tained no albumen, blood, or sugar, but bile. Two 
large enemata were given, but produced no result, 
until digital examination of the rectum, which 
caused a gush of fseces on withdrawal of the finger, 
and on insertion of a speculum a large amount of 
faeces escaped. Four hours later, as the result of 
further injections, a great quantity of faeces 
passed, but only when the tube was in position. 
As a result of this the circumference at the um¬ 
bilicus was reduced from 27 in. to 22 in. The 
distension of the abdomen by large bowel was 
greatest above and to the right of the umbilicus, 
where a definite local bulging the size of a 
double fist was visible. Another slightly smaller 
gaseous tumour protruded in the left iliac region. 

The next day, December nth, a great deal more 
faecal material was evacuated by means of a rectal 
tube ; it contained shreddy masses like straw and 
also gravelly particles. The whole body was 
oedematous. A small motion and flatus were 
passed without aid. Only about 3 SS °f urine 
was passed in the twenty-four hours but another 20 
oz. were withdrawn by catheterisation. It did not 
contain albumen. 

December 12th: The patient was better, her 
pulse, which had been very weak, becoming stronger. 
The abdomen was still very distended, especially 
the transverse colon, in which peristalsis was seen. 
Areas of spasmodically contracted bow r el w r ere 
palpable. 

December 13th: Facial irritability present. A 
great deal of fseces brought away by the rectal tube. 
They w r ere now lighter in colour and contained 
less debris . 

December 16th : Mr. Arthur Edmunds tied a 
rubber tube in the rectum. Abdominal peristalsis 
and distension little altered. 

December 20th : Draining freely by rectal tube. 
A suprapubic tumour, thought to be the distended 
bladder, had been present for a week. Urine w*as 
frequently passed involuntarily. 

December 24th: For the last four days the 
motions had been very offensive. The tempera¬ 
ture had gradually heightened, and the pulse-rate 
increased. The former was then 103° F. and the 
latter 160 per minute. The hypogastric tumour 
reached to within an inch of the umbilicus. The 
rectal tube was removed. 

December 27th : The pulse had become very 
feeble, and the patient apathetic and lethargic. 
Defsecation, which was involuntary, was painful, 
the stools containing bright blood. Abdominal 
peristalsis and distension little altered. 

On January 2nd Mr. Edmunds performed appen- 
dicostomy. Subsequently the colon was washed 
out with boracic lotion every four hours. Next 
day the patient died. 

Post-mortem .—The whole of the large bowel w*as 
very greatly distended and hypertrophied, being in 
places nearly a quarter of an inch thick. Dr. 
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Emery examined it histologically, and reports that 
both circular and longitudinal muscle lavers were 
greatly hypertrophied, and that the mucous mem¬ 
brane showed recent inflammatory changes. No 
obstruction was found. 

The probable explanation of this case is 
that constipation produced some distension of the 
dilated and hypertrophied bowel, and thus kinking 
in the sigmoid region, with retention of decom¬ 
posing fecal material. The passage of the rectal 
tube unlocked the kink, and permitted a gush of , 
the fluid feces, but ultimately an acute colitis was 
set up, which proved fatal. The general oedema, 
drowsiness and Chvostek’s sign were apparently 
evidence of toxic absorption. 

The persistent retention of urine has no ready 
explanation, but it is significant that Ibrahim has 
recently recorded two examples of tetany in infants, 
which commenced with spasm of the sphincter 


being ascribed to absorption from the colonic 
contents. During this mental attack Chvostek's 
sign made its appearance. 

This case very closely resembles those described 
by Herter, of Chicago, under the title of “ intestinal 
infantilism/’ 

Case 14 is that of a girl, aet. 1 year and 2 months, 
who has recently been in the Hampstead Hospital 
under the care of Dr. Sutherland. 

She was a wizened, undersized and ill-nourished 
child, with a dry skin and scanty hair. There were 
few signs of rickets. She had been constipated since 
birth. When admitted the motions were bulky, 
greenish, and very offensive. The abdomen was 
generally distended, both large and small intestine 
apparently participating in the dilatation, the large 
intestine being especially dilated in the esecal 
region and that of the ascending colon. Intestinal 
peristalsis was plainly visible, and was probably 
that occurring in the small intestine. An X-ray 
examination after a bismuth meal showed that 


vesioe and severe retention of urine. 

Case 12 is that of a healthy-looking, well-deve¬ 
loped little girl, set. 4 years, who had been treated 
since soon after birth for obstinate constipation, 
associated whth so-called idiopathic dilatation of 
the transverse colon. This did not affect her 
general health, but . the constipation was very 
intractable, and did not yield to regular dosing 
with strong purgatives combined with massage. 

I was called in on account of an attack of septic j 
tonsillitis, which was followed by diarrhoea. The ! 
stools were greenish, white, frothy, fermenting, and 
extremely offensive. During this attack Chvostek’s | 
sign was easily elicited, and disappeared with the 
return of healthy motions. 

Case 13 is that of a lady, ^et. 26 years. From : 
earliest infancy she had been subject to gastro- | 
intestinal disturbance. When a baby she could not 
tolerate milk in any form, and had been brought up j 
on veal tea, raw meat juice, and other substitutes. 
Diarrhoea accompanied by abdominal distension 
recurred again and again so that she had always 
lived the life of an invalid. Development was 
retarded, and at twenty-six she was little over four 
feet high and mentally was comparable to a child 
of twelve. On one occasion a definite attack of 
acute colitis had occurred, blood and mucus being 
passed, either alone or with loose stools. This 
attack had nearly proved fatal. - 

I first saw her during an attack of very severe | 
diarrhoea, the motions resembling muddy water. 
During recovery from this attack the motions I 
became nearly white and extremely offensive, I 
suggesting those of pancreatic inadequacy. About j 
twelve months later, after a short bout of diarrhoea, 
she became very constipated ; the colon became j 
more dilated, and now for the first time she | 
developed serious mental symptoms, capable of | 


! stasis occurred more particularly in the caecum. 
Chvostek’s sign developed under observation, but the 
patient’s condition gradually improved, no tetany 
j supervening. Thegeneral distension and tympany, 

! the impression given to the palpating hand that 
the abdomen was packed with contents, and the 
| presence of bulky, offensive motions, together 
produced a clinical picture most nearly resembling 
morbus coeliacus. 

Pathogenesis .—The old view that tetany is of 
reflex origin, which was held particularly by 
Germain See, Muller and Berlizheimer, is being 
gradually superceded by one which ascribes it to 
the influence of toxins. Thus, Bouveret and Devic 
isolated a product from the stomach contents in 
three cases of gastric dilatation and tetany, which, 
when injected into animals, provoked the clinical 
picture of tetany; and Cassaet and Ferr£, and 
Fleiner have also obtained toxic bodies from the 
stomach contents in similar cases. These results 
are in keeping with the clinical observation—that 
tetany in cases of gastric dilatation is aborted or 
relieved by washing out the stomach, or by an 
emetic (Galliard). 

By some, notably by Bouchard and Gerhardt, 
it is thought that the toxic bodies are gene¬ 
rated in the dilated stomach as the result of 
stagnation and .putrefaction, and by absorption 
cause autointoxication. Others, however, be¬ 
lieve that specific infection is a sine qua non . 
There is certainly much to be said in favour of the 
infective view. Thus, its endemic incidence in 
certain localities, notably in Vienna and Heidelberg, 
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No. of case. 

Sex. 

Tetanj 

Facial 
•. irrita- 
bil tv. j 1 

I.aryn- 

jisuuis. 

No. of 
attack*. 

Rowel dilated. 

Hyper- 1 
tr.phy. 

Motions. 

Result. 

Re-marks. 

I 

M. 

6 

+ 

+ i 

| 

O 

5 

Sigmoid 

Slight | 

Porridge¬ 

like 

Died 

Renal 

calculus. 

2 

M. 

3 ft 

+ 

+ 

i 

0 

1 

4 

All the large 
bowel 

None 

1 

Porridge¬ 

like 

Died | Sigmoidec¬ 

tomy andend- 
to-end 

i anastomosis 
performed. 

3 

F. 

2|V 

+ 

| 

+ 

Several 

Transverse 

colon 

Not 

men¬ 

tioned 

Diarrhoea 
only stated 

Died 


4 

F. 

I I 

+ 

1 

+ 

1 

1 

1 1 

I 

1 

+ 

j 

6 + 

All the large 
bowel 

‘ 

Various, < 
sometimes 
green and 
loose, at 
others pul- 
taceous 

Still subject 
to attacks 

! 

Convulsions, 

vulvo¬ 

vaginitis. 

5 

M. 

T •* 

1 T 2 

+ 

l 

+ ■ 

O 

I 

2 I 

Probably all 
large bowel 


Large, loose, 
offensive, not 
white 

Died, no 
post-mortem 

Albuminuria, 
oedema of 
legs. 

6 ( Dr. 
Shaw’s and 
Mr. Mant's 
case) 

F. 

9 

+ 

? 

! 

! 

1 

p 

1 

Several All large 

bowel slightly 

I 

None 

Abnormal 
r appearance 


Exploratory 
operation, 
oedema of 
hands, feet, 
and puffy face. 

7 i reDorted 
by Dr. 
Sutherland) 

F. 

3 ft 

+ 

+ + Several Apparently ? Bulky, offen- 

| all large -sive, diarrhoea 

bowel | | 

Sub-group A .—One Attack of Tetany only. 

Recovered 

temporarily 

j 

Prolapse of 
bowel. 

8 

F. 

1 

"ft 

+ 

0 

0 

1 

Apparently 

transverse 

colon 

p 

j 

No note 

Only seen 
once 


9 

F. 

2^ 

+ 

1 + 

+ 

1 

Ascending 
and trans¬ 
verse colon 

I ? 

Green, undi- No signs 

gested, bulky when last 
and offensivej seen 

mucus 

Congenital 
syphilis and 
rickets. 

10 

F. 

2ft 

( + 

+ + 

Sub-group B 

1 1 Whole colon ? White, pasty, Temporarily 

j ; offensive recovered 

—Larval Tetany, Chvostek's Sign only. 


r 1 

F. 

| 5 ft| 

0 

+ 

1 

0 


Whole colon 

Great 

Large, loose, 
offensive, 
much gritty 
j and thready 
i material 

Died 

1 Appendi- 
costomy 

1 performed. 

1 2 

F. 

; — 

I ° 

+ 

0 

— 

Transverse 

colon 

p 

Green, offen- 
■ sive, loose 

Recovered 

— 

13 

F. 

26 

0 

1 + 

0 

. 

Whole colon 

p 

j Sometimes 
white, soft, 

I and pasty, 
offensive, at 
, others very 
loose, muddy 

1 Still colonic 
symptoms 

1 

Marked 
j infantilism ; 
had acute 
ulcerative 
i colitis. 

14 

F. 

ift 

0 

1 

+ 

0 

1 

1 

Especially 
ascending 
and trans¬ 
verse colon 

‘j 

i 

i 

jBulky, green 
very offen- 
1 sive 


Much disten¬ 
sion of small 
bowel. 

i 


and its regularly increased prevalence during the household. Many incidences of this are recorded 
first four months of the year, especially in March i by Loos. In one case a 5-months-old child 
and April, support this conception. Epidemics I suffered from tetany, and two of its sisters were 
may occur, and tetany may simultaneously affect ! attacked by laryngismus. In a second case 
several members of the same family or of the same 1 a patient suffered from tetany, measles, and 
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broncho-pneumonia, which were fatal, and almost 
simultaneously another inmate of the house be¬ 
came ill with muscular spasm and laryngismus. In 
a third case, a 20-months-old baby suffered from 
tetany whose mother during the preceding week j 
had been noticed to have facial irritability. In 
another family a 5-year-old boy and a 3^-year-old 
girl were the subjects of tetany synchronously. 

Of special interest is the case of a family who 
showed at the same time all the manifestations of 
the disorder. A daughter, set. 12 years, had brisk 
facial irritability only, her brother, ast. 10 years, 
showed Trousseau’s sign, and suffered from some 
muscular contraction if exposed to cold, whilst 
a third child, aet. 8 months, developed all the 
characteristic signs of tetany. 

My series of cases certainly supports the belief 
that tetany is due to a toxaemia, for each attack 
was ushered in by the appearance of unhealthy 
motions. The benefit obtained by regular lavage of 1 
the colon in some of the cases points in the same 
direction. During the attacks in most of the cases 
which I have seen the temperature was raised and 
irregular, usually varying between normal and about ( 
102 0 F. In one case cedema of the legs occurred ! 
associated with albuminuria; in another general I 
cedema without albuminuria ; in the case reported j 
by Dr. Batty Shaw and Mr. Mant, oedema of the 1 
hands and feet and puffiness of the face were ; 
present. In most of the cases some oedema of the ' 
dorsa of hands and feet such as is common in 
tetany was present, and it is interesting in this ! 
respect to bear in mind that an exactly similar 
oedema may occur in gastro-intestinal disturbance 
in young children and infants without tetany. 

The dilated colon in these cases is apparently I 
analogous to the dilated stomach of gastric tetany. ] 
It serves as a reservoir, where intestinal contents 
collect and undergo putrefactive change. But 
it is not likely that the absorption of the products 
of putrefaction are alone suffiicient to cause tetany, | 
for it is so very rare an event in dilatation of the j 
colon that in the records of the so called idiopathic 
variety of that condition no mention is made of it. 
In the cases just described there must have been 
some additional factor, either a defect in the 
protective mechanism or a special infection. 

Since the researches of Gley and Vassale, the 
form of tetany which has long been known to 
follow excision of the thyroid gland is attributed 
by most authorities to the removal of the para¬ 
thyroid glands at the same operation. The recent 
work of Forsyth, however, is opposed to this view, 
for he comes to the conclusion that the parathyroid 
glands have ho special functions, other than those 


of the thyroid. If we accept the latter view the 
relationship between the thyroid gland and the 
tetany of gastro-intestinal origin offers no difficulty, 
for the thyroid is generally believed to be a 
protective gland, and is regarded by Combe as 
constituting with other ductless glands the third 
line of defence in intestinal intoxications. 

MacCallum and Voegtlin found that during the 
post-operative tetany of dogs there was an incresaed 
excretion of calcium in the urine and faeces, and 
that a solution of calcium salts given by the mouth 
subcutaneously or intra-venously would, if adminis¬ 
tered in sufficiently large doses, cause a complete 
cessation of the symptoms. A deficiency of calcium 
salts is known experimentally to produce hyper¬ 
excitability of nerve-cells (Gregor and Sabbatini). 
They therefore came to the conclusion that in 
some way the parathyroids influence calcium 
metabolism, and that their inefficiency or ablation 
allows of a leakage of calcium from the body and 
consequent hyperexcitability of nervous tissue. 

The reason for the presence of tetany in a few 
cases of dilated colon whilst absent from the 
majority may therefore be explained in various 
ways, and is at present purely conjectural. It 
may be due to a specific infection of the bowel : 
or it may be due to inadequacy of the thyroid or 
parathyroid glands either to neutralise toxin or to 
prevent calcium waste. 

Tetany and urinary changes .—Abnormal con¬ 
ditions of the kidneys and urine have occasionally 
been found in cases of tetany. Especially interest¬ 
ing is the nephritis produced by the passage of 
the toxins during their elimination. • This com¬ 
plication has been described by Imbert-Gourbeyre, 
Delpech, Hoffman and others. Gumprecht found 
the uro toxic equivalent increased, whilst Jacobson 
and Ewald isolated a poisonous albumose from 
the urine. Albuminuria without nephritis has 
been recorded in two cases by Bonome and 
Cervesato. In one case of my series albuminuria 
occurred, but no opportunity of examining the 
kidney after death was allowed. 

The association of tetany with renal calculus 
which occurred in one case (Case 1) does not 
appear in the literature as far as I have been able 
to discover, yet in the post-mortem records of the 
Hospital for Sick Children out of ten cases of fatal 
tetany, renal calculi were found in three. Like the 
nephritis they are probably due to the action of 
the escaping toxins. 

In conclusion I must express ray indebtedness 
to Dr. Batty Shaw, Dr. Guthrie and Dr. Sutherland 
for the generous way in which they have put the 
notes of their cases at my disposal, and especially 
to Dr. Garrod, under whose care at the Hospital for 
Sick Children the subject of the first case was 
admitted, and by whose suggestion I was en¬ 
couraged to look for others like it. 

July 31 s/, 1911 . 
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Gentlemen, —Insomnia is a subject to which 
but little attention is given in clinical teaching or 
in text-books, but which you will find when you 
get into practice to be one of very great importance 
and rather troublesome to treat. I thought, there¬ 
fore, that it would be worth our while, as you do 
not hear much about it in the wards, to devote an 
hour to its consideration to-day. 

Normal Sleep. 

In order to understand insomnia you ought, of 
course, first to understand sleep, but I need not 
remind you that sleep is still to a large extent a 
physiological mystery, and we do not really under¬ 
stand the mechanism of it properly at all. We do 
know, however, that certain conditions are 
requisite for sleep, and it is important that you 
should grasp those conditions because upon their 
proper understanding depends also to some extent 
a proper understanding of the treatment of 
sleeplessness. The first thing which is requisite 
for sleep is absence of stimuli —I mean external 
stimuli to the brain. While the brain is con¬ 
stantly being assaulted from without by stimuli of 
one kind or another, sleep cannot take place; 
that is common knowledge. The sleeplessness 
caused by toothache is a good example. The 
second condition requisite for sleep is a certain 
degree of cerebral ancemia. The anaemia must not 
be excessive, but neither must it be deficient. If 
the cerebral circulation is too active sleep is 
interfered with. The third condition is an unknown 




274 The Clinical Journal. ] 


DR. HUTCHISON. 


[Aug. 9,1911. 


factor , the nature of which we do not understand, 
but it may be a functional depression of the nerve- 
cells in the brain, or even throughout the whole 
nervous system. These three conditions are 
necessary and must be present if natural sleep is 
to take place, and, as we shall see presently, it is 
interference with one or other of these conditions 
which leads to lack of sleep. 

We know, further, that sleep is a rhythmical 
function of the nervous system, the tendency to 
which should recur habitually at about the same 
period in the twenty-four hours. It is abnormal 
if a person wants to fall asleep at noon, but it is 
nothing abnormal if he wants to fall asleep at 
midnight, and it is a want of normal rhythmicity 
in the function which constitutes some kinds of 
insomnia. As a corollary to this it follows that to 
lie ift bed longer in the morning is no true remedy 
for insomnia. With regard to the amount of sleep 
required by different persons I shall not say 
anything, because it is unwise to dogmatise about 
it. The only general statement which can be 
made is that the amount of sleep required seems 
to be in inverse proportion to the intensity of 
consciousness. Consciousness is not intense at 
the two extremes of life, and hence in infancy and 
old age much sleep is required, but in vigorous 
adult life consciousness is more intense, and less 
sleep can be done with. That general statement 
can be made with a fair degree of certainty, but 
when you come to state what amount of sleep is 
required by any given individual, you are met by 
the same difficulty as when you try to estimate the 
amount of food required by different people. 
Each has to find out for himself. He is a foolish 
man, however, who tries to imitate those persons, 
fortunate or unfortunate, who are able to get along 
with minimal quantities of sleep. There have 
been many persons, for instance, distinguished in 
history, who have been able, we are told by their 
biographers, to get on with four hours of sleep at 
night. Herschell, the great astronomer, was one 
of these, and there are other instances. Do not 
try to imitate them if you are not made that way. 
Thera' are people who play havoc with their 
nervous systems, with the best intentions in the 
world, by trying to do what these more robustly 
constituted persons can do, for the rate of sleep 
seems to vary in different people. Some people 
sleep faster than others ; some will put into an 


hour an amount of sleep which another person 
requires to spread over two hours. In other 
words, the rate at which waste of the nervous 
system is repaired is quicker in some people than 
in others. In some the repair goes on slowly, and 
in others it takes place rapidly; so you cannot 
dogmatise on the amount of sleep required by any 
given person. 

Varieties of Insomnia. 

There are different forms of insomnia . For 
instance, there is that in which the trouble is that 
the patient cannot fall asleep for some time after 
going to bed, but when he does go off he sleeps 
well enough. There is another in which the 
patient falls asleep at the proper time, but 
wakes up unduly early and cannot go off again. 
There is the third variety, sometimes called inter- 
nocturnal insomnia, in which the patient falls asleep, 
but wakes up in the middle of the night, and 
keeps awake for a time and then falls asleep again. 
There is another variety in which there is a 
qualitative alteration in sleep; it is not that the 
individual does not sleep for a good number of 
hours, but that he does not sleep soundly: his 
sleep is broken, restless and disturbed. The 
recognition of these varieties of insomnia is 
important from the point of view of treatment, but 
they are of no particular diagnostic significance. 
Apparently the same cause may lead to any one 
form of insomnia. But the different forms 
necessitate to some extent different treatment 
For instance, whether it is insomnia at the 
beginning or at the end of the night may determine 
what form of hypnotic you will give, but to this 
we shall return later on. 

Consequences of Insomnia. 

Insomnia being itself a symptom, and not a 
disease, it is not of course attended by symptoms. 
You can only speak of its consequences, and these 
may be summed up in one word —fatigue, which 
shows itself in the usual ways. There is an 
inability to perform physical or mental work, and 
a disinclination for it. There is headache, often 
of a vertical character, and irritability of the 
nervous system, showing itself in bad temper or 
“ snappiness ”—an attitude of mind which is 
often due to want of sleep. The nervous fatigue 
shows itself also in an exaggeration of all the 
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Teflexes, the nervous system responding too quickly 
to stimuli, and in a curious feeling, which probably 
some of you have noticed when you have been up 
all night, of “ shiveriness,” as if the heat-regulating 
centres of the brain were not doing their work 
properly. If the sleeplessness is prolonged it often 
induces an irregularity of the heart, arrhythmia as 
it is called, of one sort or another. And if it goes 
on long enough it shows itself finally by wasting. 
Such a result is inevitable when you reflect that 
during sleep muscular movement is suspended, 
the heart’s beat falls by fifteen per minute, and all 
the organic functions go on very slowly. So that 
there is a general diminution of metabolism during 
sleep. And if that slowing down and diminution 
of metabolism be interfered with by want of sleep 
the individual loses weight and strength. 

Causes of Insomnia. 

When we turn to the next part of our subject, 
the causes of insomnia, you will easily see that they 
may be classified according as they interfere with 
one or other of the three essential conditions of 
normal sleep of which I have already spoken. 
Insomnia therefore may be due to (1) the action 
of external stimuli — for instance, too much light in 
the room, noises, etc. But of course the great 
•external stimulus which keeps people awake is 
pain. (2) Then there is a group of cases which are 
due to cerebral hyperce mia —in other words, too 
much blood passing through the brain in a given 
space of time; that is a group of very great 
importance and frequency. Cerebral hyperaemia 
may be brought about in many ways. It occurs, 
for instance, in some forms of cardiac disease. 
Again, in cerebral atheroma, where the vessels 
have lost their elasticity and are unable to contract 
down, they remain rigid and dilated, so that the 
brain is bathed in too much blood. Probably 
that is the explanation of the common form of 
insomnia which is met with in old persons. You 
get cerebral hyperaemia also in young people from 
excitement of the heart, in which it beats too 
forcibly and too rapidly. This is very often of 
Teflex causation, being brought about by the 
presence of gas in the stomach or colon. It is in 
this way that dyspepsia and constipation and other 
abdominal conditions lead to insomnia, and it is a 
very common cause in young persons. If any of 
you gentlemen suffer from insomnia the odds are 


that it is due to this cause. I need not tell you 
also that fever acts partly in this way, the high 
temperature causing the heart to beat more 
forcibly and rapidly, and to send an increased 
quantity of blood to pass through the brain. 
Another cause of hyperaemia of the brain is mental 
overwork, particularly over-use of the brain in the 
latter part of the day, so that the brain is full of 
blood on going to bed and sleep is prevented, at 
least in the early hours of the night. All these 
are possible ways in which hyperaemia of the brain 
may be brought about. 

The insomnia due to the two groups of causes 
already described is sometimes spoken of as 
“symptomatic” or “secondary” insomnia, because 
the want of sleep is symptomatic of, or secondary 
to, some, other morbid condition, e.g . pain 
fever, dyspepsia, etc. 

The worst cases of insomnia, however, are those 
in which the want of sleep is not secondary or 
symptomatic, but intrinsic or primary , and due to 
an interference with the third or unknown factor 
which one assumes to be necessary for sleep, and 
which I spoke of before. These are the most 
obstinate and the most difficult cases of insomnia 
which you will meet with in practice, and they 
tend to occur especially in individuals who are 
psychasthenic or neurasthenic. Under this head¬ 
ing also should fall the toxic cases, where the 
absence of the functional depression of nerve- 
cells seems to be the result of the presence of 
some poison circulating in the blood. The best 
example of these is caffein ; hence the insomnia 
of excessive tea and coffee drinking. Autogenous 
poisons produced in the body itself may also act 
in this way. Poisons generated in the large bowel 
are an example, and you will find that there are 
t cases of insomnia which can be cured by washing 
out the large bowel and in that way removing the 
source of intoxication. 

I would only say finally in regard to the aetiology 
of insomnia that although the causes fall into the 
three groups I have spoken of, yet, of course, more 
than one factor may play a part in any given 
case. 

Prognosis. 

With regard to the prognosis of insomnia, you 
may say that the condition by itself never kills. 

I do not suppose anybody ever dies of pure 
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insomnia. On the other hand, it may be a con¬ 
tributing factor to a fatal result in serious illness 
by reason of the exhaustion which it brings about. 
If a patient with pneumonia, for example, sleeps 
badly, it affects the prognosis unfavourably. On 
the other hand, although insomnia does not kill, 
it often induces chronic ill-health. I think there 
can be no doubt also that it sometimes leads 
to insanity, and you know that it has sometimes 
driven people to suicide. But on the other hand 
a very considerable degree of insomnia is com¬ 
patible with great vigour of mind and body, and 
with the living of an approximately normal life. 
Many persons, distinguished both in Church and 
State, have been insomnics during most of their 
lives, and have gone on doing hard mental and 
physical work. Seeing that sufferers from insomnia 
are very apt to think their trouble is even worse 
than it is because of the great depression which 
want of sleep induces, it is fortunate that on the 
whole one can take a favourable view of it and 
reassure them that it is not likely to lead to serious 
results. 

The question how long an individual can go on 
without sleep is an interesting one. The late 
Dr. Harley, who w r as a great authority in his day 
on diseases of the liver, was at one time the 
subject of glaucoma, and owing to the pain was 
unable to sleep. He records that for twenty-one 
days and nights he heard every hour strike in 
succession, until finally he took a dose of opium. 
That is one of the longest well-authenticated 
periods of total insomnia recorded by an accurate 
observer which is known to me, but I was told by a 
patient not long ago that he had only slept for five 
hours in a month. But you must be careful about 
accepting these statements from patients, because 
it is easy for them to be deceived. But it is 
evidently possible to have complete insomnia for a 
lengthened period without permanent impairment 
of the brain, because both the patients referred 
to made complete recoveries, and Dr. Harley 
certainly lived to old age and did a lot of good 
work. 

Treatment. 

We now come to the most important part of our 
subject—the treatment of insomnia . This must 
depend upon the recognition of the cause. In 
a case, for instance, in which insomnia is due to 


the presence of external stimuli it is your business 
to shut these off if you can. In the very mild 
cases that is easily enough done. The patient 
should sleep in a properly darkened and quiet 
room, the bed should be not too hard, and there 
should not be too many nor too few bed-clothes. 
But you will usually find that these minor points 
have already been attended to by the patient him¬ 
self. The external stimulus with which the doctor 
has usually to deal is pain, and the treatment of 
that I shall speak of when I come to describe the 
use of hypnotics. I will only say in reference to it 
now that opium is usually the drug which you have 
to fall back upon in insomnia due to pain or any 
other intense external stimulus. 

When insomnia is dile to hyperaemia of the brain 
you have to take into consideration what is causing 
the hyperaemia. In cardiac disease, for instance, 
the treatment of the hyperjemia will be the treat¬ 
ment of the heart condition—you will give digitalis 
and the other remedies which you use when the 
heart is unable properly to carry on the circulation. 
Where the heart is being made to act in an excited 
way by the presence of flatulence, an alkaline 
carminative draught at bed-time is the most useful 
thing to give (e.g. a drachm of aromatic spirit of 
ammonia in an ounce of peppermint-water). It 
neutralises acid in the stomach and expels flatus, 
and often after that the heart’s action will quiet 
down and sleep follows. Again, it may be necessary, 
where an overloaded colon is the cause, to give 
regular aperients. When the cerebral hyperaemia 
is due to over-work in the evening you must 
rearrange the patient’s habits and see that the later 
hours are spent in an unexciting way, e.g . in light 
reading, mild games, etc. It is always difficult to 
be sure, however, what will produce cerebral hyper¬ 
aemia in any given case. Playing bridge, for 
instance, you would think would produce cerebral 
hyperaemia, but a patient of mine, who is a very 
bad sleeper, tells me she gets her best night’s sleep 
after a hard game of bridge. The patient must 
find out for himself what conduces most to hyper¬ 
aemia of the brain and avoid it. But, as a rule, 
any severe mental exertion at the later hours of the 
day is a thing to be avoided. It is often justifiable 
for persons who are not good sleepers to read a 
novel for a short time after getting into bed, if it is 
not too exciting a novel, because it induces that 
calming of the brain which is easily followed by 
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-sleep. These are very much matters of common 
sense. But there are other measures which act by 
favouring cerebral anaemia which are of advantage, 
more or less, in all forms of ihsomnia. A warm 
bath at bed-time, for instance, produces cerebral 
anaemia by causing dilatation of the vessels of the 
skin. Better still is a wet-pack, which is one of 
the most valuable aids to sleep. It “determines 
the blood to the surface,” as the old wrfters used 
to say. Massage acts very much in the same way, 
and some people find that to be massaged in the 
evening enables them to sleep when otherwise they 
would not be able to. In all these ways, then, by 
dealing with the original cause of the hyperaemia— 
cardiac disease, dyspepsia, accumulation in the 
colon, over-use of the brain in the evening or 
"whatever it be, and the adoption of measures which 
bring the blood to the surface, you can combat this 
form of insomnia. 

One comes next to the third group—cases of 
intrinsic or primary insomnia, where the difficulty 
in sleeping is due apparently to some cause residing 
in the brain-cells themselves. Where it is a toxic 
case which you are dealing with, the matter is, of 
course, simple enough ; you stop or lessen the use 
of tea, coffee, and tobacco, all of these being poisons 
which are capable of causing insomnia. Or if you 
think the poison is being generated by the patient 
himself, if, for instance, he presents other indica¬ 
tions of intestinal poisoning, such as the presence 
of indican in the urine, give large enemata, aperients, 
etc., and this will probably get rid of the toxic 
factor. 

The difficult cases, however, are those where 
there is no discoverable toxic factor, but where the 
trouble is truly primary or intrinsic and where you 
-can discover no cause for it. It is in these cases 
that the use of an hypnotic is almost necessary, and 
for the remainder of this lecture I shall discuss with 
you the use of hypnotics and the choice of them in 
■dealing with cases of insomnia. 

Use of Hypnotics. 

Now it must be admitted that in the minds of 
some doctors there is a morbid dislike to make use 
of hypnotics—they talk vaguely of “ establishing a 
habit ”—and patients say they would rather sleep 
badly than have recourse to drugs, just as some 
people would rather be constipated than take a 
pill. That attitude in regard to hypnotics I am 


sure is wrong. To begin with, I do not know what 
exactly is meant by “ establishing a habit ” in the 
case of hypnotics. I think the idea dates from the 
time when opium was practically the only hypnotic 
known. But we have now many others. Pharma¬ 
cology has given us a totally different class of 
hypnotics, far superior to opium in most cases, and 
which do not form a habit in the opium sense at 
all. No one gets a craving for bromide, for 
instance, nor even for trional nor veronal, in the 
same way as they do for opium. It is only opium 
and alcohol which get that peculiar grip of the 
nervous system. Others, again, think that if a 
patient is always taking hypnotics he will get so 
that he cannot sleep without one. Unless hypnotics 
were very expensive I do not think it would matter 
if a patient did always take them. If the drug does 
not do any harm I do not see why a patient should 
not take it for the rest of his life. But there 
certainly are hypnotics which can be taken for long 
periods, even for years, without apparently pro¬ 
ducing any bad effects. This is not true of all 
hypnotics, but it is certainly true of some. Further, 
you have to remember that if the taking of hypnotics 
be a bad habit, so is insomnia; the latter is a bad 
habit of the brain, and there is no better way of 
overcoming it than by the prompt use of an 
hypnotic. If one forces the brain to sleep by 
artificial means for a few nights on end one will 
often restore to it its natural habit of sleep, whereas 
if the brain is left alone a habit of sleeplessness is 
apt to be established. I agree, of course, that the 
use of hypnotics requires certain precautions. It 
is not to be left entirely in the patient's hands, 
and you must choose your hypnotic according to 
the requirements of the particular case. It is also 
good to change the hypnotic from time to time, 
just as in habitual constipation you vary the 
aperient the patient takes. And during the time 
the hypnotic is being taken you should see that all 
the channels of excretion in the body are kept 
active, that the bowels are open, and that the 
kidneys are working actively. It is in people 
with damaged kidneys and slow elimination that 
hypnotics are dangerous. If the kidneys are 
healthy there is but little danger from them in 
reasonable doses. 

With these preliminary remarks I shall pass on 
to consider the different hypnotics which we have 
at our disposal, and indicate the special uses of 
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each. You may arrange them in an ascending 
order according to their power, beginning with the 
weakest and passing on to the strongest. And 
remember in giving hypnotics in any particular 
case,.not to give a stronger one than is absolutely 
necessary. Begin low down in the series and find 
out what degree of potency is required in that 
particular case. Always try to take the trick with 
the lowest card if you can. 

Arranged in this ascending order there is first 
of all alcohol. Alcohol is certainly an hypnotic. 
There is a popular delusion that alcohol is a 
stimulant, but it is really a sedative. People do 
not want a stimulant, but an anaesthetic, and 
alcohol is one ; that is why there is always a 
craving for it amongst human beings. The sedative 
effects of alcohol are sometimes most markedly 
displayed in insomnia, particularly in depressed, 
sorrowful, worried old people. A glass of hot 
whisky and water the last thing at night on going 
to bed will sometimes act very satisfactorily, not 
only as a direct sedative to the nerve-cells, but as 
a carminative, expelling flatulence where that is 
contributing to the trouble. This use of alcohol 
is specially serviceable, as I have indicated, in the 
insomnia of old and feeble people, but at all 
stages of life it may’ be found quite sufficient to 
make that difference in the nerve-cells which will 
enable sleep to take place. Alcohol, however, 
should not be given to the plethoric type of 
person as a night-cap, and one must also be careful 
in ordering it to people who have feeble self- 
control and who have inherited the alcohol 
craving. But these, after all, are very exceptional. 
It is only a small minority of the human race who 
have that peculiar idioysncrasy to alcohol which 
make? them become habitual drunkards. Most 
sane human beings can be trusted to take a 
night-cap of whisky and water or brandy and 
water every night without rjsk if that should be 
necessary. And remember that if you are afraid 
to run risks in medicine you will never do 
anything. That is eminently true of the use of 
hypnotics. If you stand paralysed for fear some¬ 
thing might happen you will do no good. You 
must have the moral courage to run risks in treat¬ 
ment. The man who dare not run risks is never a 
great therapeutist. 

• Next to alcohol come the bromides. Thirty 
grains of bromide of ammonium nt bed time, 


combined with a little aromatic spirits of ammonia 
and peppermint-water, is a good mixture. Bromide 
has the advantage of being perfectly safe in every 
way. It produces a calming of the brain, on the 
top of which natural sleep follows, and in a mild 
case of insomnia it may be sufficient. 

Next I put bromural , which is a new preparation. 

It is a urea compound containing 35 per cent, of 
bromine and is absolutely safe. I do not think 
you could kill yourself with bromural if you tried* 
You cannot paralyse the vital centres with it, and, 1 \ 
like bromides, it is very useful for inducing the 
condition which predisposes to natural sleep. Five, 
ten or more grains at bed-time acts quickly, in twenty 
minutes or so, and is followed in many cases by 
natural sleep which may last for several hours. It 
is a drug which is not yet well known, but which 
probably will take a large place in the treatment of 
insomnia in the future owing to its promptitude 
and its absolute safety, and the fact that it is 
eliminated easily. 

Next to bromural in order of potency I put 
trional. I think trional has displaced sulphonal. 

In doses of 10 to 20 gr. it acts fairly promptly, and 
has a somewhat prolonged action, which is specially 
useful in cases in which a patient tends to sleep too 
short a time. 

Next I would mention paraldehyde , the only 
disadvantage of which is its abominable taste and 
smell, which it imparts to the breath all next day. 

Its chief advantage is that it acts very quickly, 
perhaps more quickly than any hypnotic we have. 

It is not at all depressing : you can give large doses 
without producing any depression of the heart at all. 

I So in cardiac disease, where the heart is weak, 
paraldehyde is safe to use. Its smell and taste 
can be overcome somewhat by flavouring with 
syrup of orange, but that does not get over the 
1 fact that next day it is excreted by the respiratory 
passages and makes the breath smell of it. If it 
were not for its smell and taste it would probably 
be more largely used than it is. 

Next comes veronal , one of the newer hypnotics, 
which has already come to be the most popular 
hypnotic in general use, and in some ways rightly 
so. It is extremely certain in its action even in 
moderate doses. Five grains is a large enough dose, 
j and one need never go above 15 gr. It induces a 
1 sleep which is nearly natural, which is fairly prompt, 

| and which is continued for several hours, and it 
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has no particular depressing effects next day. It 
seems also to be eliminated by the kidneys with a 
fair degree of ease. The only disadvantage, or its 
chief disadvantage, is that it is so powerful. It is 
needlessly powerful for many cases, and if taken | 
inadvertently in a large dose it may prove fatal. 
There are, indeed, many cases on record of 
veronal poisoning, but I suspect they are mostly 
intentional. Used with anything like discretion it 
is quite safe. There is a compound of veronal 
which I should mention, called sodium veronal or , 
medinal, which is much more soluble, and there- ! 
fore acts more quickly, and it can be used for 
administration by the rectum if the patient is 
unable to swallow. There is a very good prepara¬ 
tion of it called mist, veronal co. (Hewlett), in 
which it is kept in solution and flavoured; a 
drachm of it equals 5 gr. 

In a group by itself comes opium % which does 
not belong to the ascending series I have described, 
and which should be reserved for cases of insomnia 
due to pain. It used to be employed for all cases 
of insomnia, but now we have so many much 
better and safer drugs that there is no need to use 
it except where it is pain which keeps the patient 
awake. 

Chloral also stands by itself. It is one of the 
oldest hypnotics, and one of the most widely used, 
generally in doses of l to 2 drachms of the syrup. I 
Such a dose given well diluted at bed-time acts I 
rapidly, and it is a good hypnotic in the sense of 
inducing sound sleep. But it is rather depressing 
to the heart, and it should therefore be j 
avoided in cases of heart weakness. There is a 
preparation allied to chloral, a combination of | 
chloral and formamide, called chloralamide , which is | 
safer than chloral, but takes some time to act. It * 
is not depressing. The dose is 30 gr. to 1 drm. 

It is best given in a little warm alcohol, because 
it is not very soluble in water, or it can be given 
in the form of the elixir chloralamidi. It is 
an admirable hypnotic and probably should be 
used more. There is nothing better in fevers. j 

In closing I would say that it is often an 
advantage to use a combination of hypnotics . For 
instance, if you have a patient who does not fall 
asleep quickly on going to bed, you may, in such a 
case, combine a hypnotic which acts rapidly with 
one which has a slower action. You will thus put 
the patient to sleep quickly, and keep him asleep. ! 


The combination of half a drachm of paraldehyde 
and 10 gr. of trional in an ounce of mistura 
amygdalae fulfils this purpose very well, or one may 
give a combination of bromide or bromural with 
chloral or trional. Where, on the other hand, the 
trouble is that the patient falls asleep naturally and 
wakes early, you should select a slowly acting 
hypnotic which can be taken at bed-time, but will 
act later on. Such a drug is chloralamide. 

Suppose, now, you are trying to get a patient into 
the habit of natural sleep who has been taking 
hypnotics for some time, and who has got back 
to such a condition that he will probably be able 
to sleep without them, but is obsessed with the 
idea that he will not sleep unless he has his drug 
—an idea which is fairly sure to fulfil itself and 
produce insomnia. In such a case sodium veronal 
is useful. It acts quickly, and after it does 
begin to act the effect is prolonged, and the 
patient gets several hours^f natural sleep. If, for 
example, he goes to bed at 11 o’clock and at 
12 finds he is still restless, he may take 5 gr. 
of sodium venAial, and by 12.30 he will probably 
be asleep and will remain asleep until next morning. 
In that way you give him something to fall back 
upon, and the knowledge that he has such an aid 
gives him the confidence he requires to ensure his 
sleeping naturally. • 

The only other thing I want to say to you about 
hypnotics is that they should always, if possible, 
be given in solution or at least in powder. They 
are often dispensed in tablet form, but that is not 
the best way to give them. The tablets should be 
broken up or swallowed. If swallowed whole the 
effect may be delayed for several hours, and so 
the patient has a sleepless night notwithstanding 
the drug, but is unduly sleepy next day. 

There are finally a few cases of obstinate in¬ 
somnia which, even by the use of hypnotics, you 
do not succeed in curing and getting natural sleep 
to supervene. In such cases there is’ always one 
resource worth trying, and that is hypnotism . I 
have known people who have suffered from 
obstinate insomnia which hypnotics, carefully ad¬ 
ministered, did not cure, but who were cured by 
hypnotism. And in a condition like insomnia, 
where the psychical attitude of the patient plays 
such a large part, that is a method which may be 
worth using. 

August 7th , 1911# 
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THE RACIAL EVOLUTION OF THE 
BRITISH PEOPLE: 

ITS IMPORTANCE IN PATHOLOGY AND 
THERAPEUTICS.* 

By J. S. MACKINTOSH, M.D., M.R.C.S., 
L.R.C.P., 

Fellow of the Royal Anthropological Institute. 


Professor Sir E. Ray Lankester in his lately 
published book, 4 The Kingdom of Man, ’ remarks : 
“The adjustment of organisms to their surroundings 
is so severely complete in Nature apart from man, 
that diseases are unknown as constant and normal 
phenomena under those conditions ... it 
seems to be a legitimate view that every disease 
to which animals (and probably plants also) are 
liable, except as a transient and very exceptional 
occurrence, is due to man’s interference.” 

In other words, all living creatures show the 
closest adaptation to their environment except man 
alone. It follows that at some point in his evolu¬ 
tion he must have stepped out of his normal 
environment in which he reached the degree of 
44 homo,” and in course of maintaining his exis¬ 
tence under the stress which fell upon him he 
earned his title of 44 sapiens.” That man first arose 
in some tropical or sub-tropical region is a 
doctrine which meets with almost universal accept¬ 
ance among biologists. 

How did he come into Europe ? 

Up to about forty years ago it was conceived 
that Europe was peopled by a primitive race 
devoid of civilisation whose origin was lost in 
obscurity. The 44 Finnic ” theory as it was called, 
taught that those primitive folk were allied to the 
Finns racially, that in course of time successive waves 
of Aryan invasion came from the East forming 
the European nations as we now know them, 
all that was left of the old inhabitants being the 
Basques in the fastnesses of the Pyrenees, the 
Finns in the swamps of Finland, and the Lapps 
in the far north. Imaginative and highly coloured 
pictures were drawnfor the delectation of the 
public of whole nations marching abreast across 
the Great Steppes of Western Asia and Russia 
driving their herds before them, drawn by some 
mysterious impulse towards the setting sun, 


an impulse which carried them later across the 
| ocean to America and onward till the Pacific rose 
j to view. It was a beautiful idea but it was 
1 founded on the shifting sands of philology. Later 
I research in the light of anthropology and more 
I particularly craniology has completely shattered 
it, though traces of it still linger in school text¬ 
books. So far from the trend of migration always 
: setting westward the current of Asiatic peoples has 
j sometimes been from West to East. 

I If, then, there was no Aryan invasion from the 
East, how did Europe come by its present 
population ? 

It may be said at once that there is evidence of 
an Eastern invasion, but it came, not as a great 
flood across the plains, but as an infiltration 
through the mountainous regions of mid-Europe. 
Further, it only accounts for a certain proportion 
of European populations. I shall deal with this 
invasion more fully later on. 

To-day, then, language as a test of race is re¬ 
jected as unsound. How it could ever have been 
advanced by any but the most superficial thinkers 
is a mystery. In Nova Scotia there are negroes 
whose sole tongue is Gaelic—in the United States 
it is English, in Hayti it is French. Language is 
transferred with ease from race to race. Some¬ 
times the language of the conqueror prevails ; 
sometimes he adopts the language of the con¬ 
quered. But there is a test of race, nowadays 
accepted as more reliable and substantial than that 
| of language, viz. the skeleton, and more particu- 
| larly the cranium. Taking the negro again as an 
| example, we find that whatever country he is 
inhabiting, however long he has been there, what¬ 
ever language he speaks, his skull-form remains the 
same dolichocephalic platycephalic shape with 
receding forehead, wide eye-sockets, flat, broad 
; nose, and prognathous jaws. 

I Africa is of course the home of the negro, but 
not all Africa. We know from geologists that long 
after the first traces of man appeared on the earth 
the North of Africa was joined to Europe, the 
Mediterranean, if it existed at all, was very much 
smaller than it is at present, and the Sahara was in 
part a sea cutting off the northern from the central 
and southern portion of the continent. 

The earliest human inhabitant of this Eur- 
African continent, that is, the earliest of whom 
any skeleton has been found, was a man of short, 


* Read before the Hampstead Medical Society. 
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thick-set build, heavily boned, and very muscular, ! 
and with a characteristic skull. The supra-orbital 
and temporal ridges were very strongly marked, the 
forehead low and receding, the vertex flat, and the 
cranium dolichocephalic, with prominent occiput, 
and the jaws markedly prognathous, the mandible 
being of enormous strength, the chin receding. 
With the disappearance of the last great ice-age 
this type, known as the Neanderthal type, also 
disappeared. The date assigned by de Mortillet 
to the passing of this glacial period is about 40,000 
years ago. # The climate of Europe during the epoch 
of ice was uniformly cold and very humid, there 
being apparently little difference between summer 
and winter. The recession of the ice was brought 
about by a change to great dryness, with very hot 
summers and very cold frosty winters, hardly any 
alluvium being deposited, in marked contrast to 
the period immediately preceding it.f A new 
type of man now appeared in Europe. The form 
of his limbs showed him to be more adapted for 
running than his predecessor. He was still very 
muscular, but his figure was less ape-like and more 
erect. His cranium was still dolichocephalic, but 
not so flat, the forehead not so receding. His 
features also differed. The prominent supra¬ 
orbital ridges largely disappeared, the nose became 
narrower, the jaws less prognathous, though still 
so to some degree. Altogether he was a handsomer 
man than the hideous cave savage of an earlier 
time. 

It is disputed whether this type, known as the 
Magdalenian or Laugerian type, was directly 
evolved from the earlier Neanderthal man (as he 
was .called), or whether he spread up northwards 
into Europe from Africa as a result of geographical 
and climatic changes. This type had affinities 
with the negro, and he was probably brunette in 
complexion. But in one important particular he , 
differed vastly from the negro—he could thrive in 
a cold climate. He was a hunter, and the chief 
object of his pursuit was the reindeer, which at 
that time spread as far south as the Pyrenees. 

But another change took place in the climate 
of Europe after some thousands of years. From 
resembling that of Manchuria or Manitoba it 
gradually altered towards that of the present day, 
the more rigorous climatic conditions receding in 

. -- > - - | 

• 1 Le Pr^historique,’ third edition, p. 663. 

f Ibid., pp. 549 - 552 . 


I a north-easterly direction. This, of course, was 
accompanied by a retreat of the sub-arctic fauna, 
notably of the reindeer, on whom the man of the 
period had subsisted for food. 

Now there is no doubt that the man of the 
Magdalenian or sub arctic period differed essen¬ 
tially from the ice-age man who preceded him. He 
was (as Professor de Mortillet has emphasised) # in 
no sense a troglodyte, but a nomadic hunter who 
camped under the open sky. This open-air life 
presented little difficulty when we remember that 
this postglacial period was characterised, summer 
or winter, by great dryness. 

Now when the fresh change towards milder, 
more humid conditions began to spread over 
Western Europe it was bound to exercise a pro¬ 
found effect on the European inhabitants of that 
period. What seems to have happened is that 
the change of climate marked the starting-point of 
two new types derived from the original Magda¬ 
lenian or Laugerian (as he is variously called after 
the different caves in which his remains have been 
found). 

One type appears to have been evolved by 
following the more rigorous conditions as they 
retreated in a north-easterly direction, the other 
type developed in situ apparently, by a gradual 
and selective adaptation to the milder and more 
humid climate of the south and west. Both types, 
however, show to this day their mutual relationship 
by their resemblance in the general proportions of 
their bodies, but more particularly in their 
leptoprosopic or aquiline features, and in their 
dolichocephalic skulls. These two types are known 
as the Teutonic or Nordic and the Iberian or 
Atlanto-Mediterranean. 

Granting these premises it is permissible to 
surmise that the blondness, the great stature and 
1 other characters of the Nordic race were acquired 
during the milleniums passed in this subarctic 
climate, whose retreat gradually led them across 
the continent as far as the range of the Urals and 
; the Caucasus and the shores of the Black Sea, for 
their characteristic “ reihen-graber,” or graves in 
rows, with their tall skeletons and dolichocephalic 
skulls are found dotted over the Russian Steppes. 
Then a new force, of which more anon, apparently 
drove them back in the direction of the Baltic, 
round whose shores they are now mainly found, 
# Ibid., p. 531. 
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and where they completed their evolution into the 
Teutonic race as we now know it. The purest 
types are to be met with mainly in Sweden. The 
climate of the Baltic is dry, being protected from 
pelagic influences by the great mountainous back¬ 
bone of Scandinavia. The soil of contiguous lands 
is largely a tertiary alluvium of sand and therefore 
also dry. It was apparently this race’s rapid increase 
under these conditions, restricted in area, but suit¬ 
able in soil and climate, that led to the reflux 
invasions south and west, culminating in the great 
barbarian raids of the fourth and fifth centuries a.d. 

In this way the Nordic race became differentiated 
from the Iberian, but the separation became 
accentuated and the creation of a mixed type on 
their frontiers prevented by the appearance of 
another race. 

This is known as the Alpine. The Alpines 
are characterised by a short and stocky build 
with brachycephalic skulls, brunette complexion, 
snub or sinuous noses, and brown or grey eyes. 

They came from the east or south-east—some 
anthropologists think from the highlands of south¬ 
west Asia—and passing along the great mountain¬ 
ous regions of Central Europe, drove a wedge 
between Iberian and Teuton, penetrating in force 
as far as Brittany, and to some extent passing into 
England. Their invasions seem to have been 
mainly peaceable, for skulls intermediate in type 
have been found along their ethnic frontiers on all 
sides in ancient burying-places showing that they 
intermarried. A race closely allied to them, if not 
identically the same, is found spread over the 
greater part of Russia, and it was perhaps this race, 
probably at the time superior in culture (ex oriente 
lux), and also in numbers, that forced the Nordic 
race back on the Baltic. 

Here, then, we have the three foundation races 
of modern Europe. How about Britain ? 

The earliest inhabitant of these islands, dating 
from neolithic times, was the Iberian. He appears 
to have had uninterrupted possession of the land 
for many centuries, and the skeletons of this race 
are found in their characteristic long barrows, sup¬ 
posed to have been built in resemblance to the 
caves in which they dwelt—“ Long heads, long 
barrows.” 

Then a fresh race of men appeared, mainly on the 
east coast. They seem to have been a cross between 
the Nordic and some brachycephalic race allied to 


or identical with the Alpine, Of great stature, 
with prominent superciliary ridges, short noses, 
strong jaws, and brachycephalic skulls, they pro¬ 
bably came as pirates from Denmark and adjacent 
regions. They brought the bronze culture into 
England. They are fqund buried in round graves— 

“ round heads, round barrows ”—apparently as 
chiefs along with small-statured Iberian skeletons, 
their wives or slaves slain at their funeral obsequies. 
They were never many in number, but apparently 
established themselves as a ruling caste, and the 
type is found to this day mainly on our eastern 
coasts, but also in north Ireland, Wales, Cumber¬ 
land, and Cornwall. This is known as the Bronze, 
Finnic, or Borreby type, a collection of their skele¬ 
tons having been found in a cave in the island of 
Borreby, Denmark. 

Then the Nordic race began to find its way to 
our shores in its purer forms ; the Alpines also 
probably crossed to our southern shores and up 
the Bristol Channel, forming settlements which 
were gradually merged into the local communities. 
The Nordic invasions appear to have begun during 
the centuries immediately preceding the Roman 
Conquest. When Julius Caesar arrived he reported 
that he found the coasts inhabited by the Belgae 
(a Nordic race) and the interior by the Iberians.* 
But there is no doubt that the Scandinavians began 
to settle on our northern coasts in the later pre¬ 
historic times; the Orkneys, Shetlands, and the 
extreme north of Scotland are almost pure Nordic, 
and Norse was spoken there for several centuries. 

The Roman Conquest does not seem to have 
disturbed the racial factors to any great extent 
Their legions were probably largely recruited from 
northern Europe. On their withdrawal the great 
historic invasions of the Nordic race commenced. 
It must be understood, however, that the Norsemen, 
Danes, Normans, and the Saxons in particular were 
not absolutely pure Nordics; the last-named had a 
distinct infusion of other races, but they were all 
Nordics in the main. 

The Saxons came to the south and east coasts, 
the Danes mostly on the east, the Normans on 
the south spreading north as an aristocratic caste. 
The Norsemen came from the north down the 
west coast of Scotland, peopling the Hebrides and 
adjacent Scottish coast, Cumberland and the north- 

* Cf. Beddoe, 1 The Races of Britain/ p. 19 et fol. 
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west of Ireland, in short, wherever the coast re¬ 
sembled their own fiords. 

Historians tell us that the Anglo-Saxons drove 
the Ancient British into a Celtic Fringe on the west, 
but a study of the ethnology of our counties con¬ 
tradicts this. “ Ancient British ” types are common 
all over the country among the peasantry. 

I have now given a rough sketch of the ethnic 
elements which settled down about a thousand 
years ago to form the British people. By “ settled 
down ” I mean that there were no fresh elements 
of any consequence to disturb the gradual process 
of evolution of the nation which set in. It is 
obvious that there cannot be a typical Englishman, 
Irishman, Scotchman or Welshman, let alone a 
typical Briton, first because a thousand years is 
not long enough to weld a community of such 
diversity of origin into a single type, and secondly, 
because once the land was settled migration from 
local communities hardly took place at all until the 
present industrial era.setin and the railway appeared, j 

But a thousand years has been amply sufficient 
for the evolution of local types. By this I mean 
that the law of natural selection has been at work, 
and that types best suited to local climatic and 
social conditions have been evolved, presenting, it 
may be, mixed but recognisable traits of the 
primary races from which they have descended. \ 
This evolution of the local type is of great 
importance in the incidence of disease, as I hope 
to show presently. 

But I return once more to the three primary 
races—Iberian, Nordic and Alpine. The widely 
different climatic conditions under which they 
evolved have already been noted. Their social 
conditions also differed. The Nordic race has 
been a lover of the open air from the time when it 
first began to differentiate itself. Professor de 
Mortillet, in his well-known work, ‘LePr&iistorique/ 
lays special stress (as I mentioned already) on the 
point that the Laugerian man was not a troglodyte, 
but lived “2i ciel ouverte, en rase compagne.” 
Coming from this remote period down to historic 
times, Tacitus, and, four centuries later, Strabo, 
bear witness to the nomadic habits of the 
“ Germana ” and their aversion from communal j 


The Iberians, on the other hand, were un¬ 
doubtedly cave-dwellers or pit-dwellers, thus early 
in their career becoming accustomed to close 
quarters. 

The Alpines, who concern us less, were probably 
cave-dwellers at first; later they constructed the 
well-known lake dwellings. 

We might hypothetically tabulate their evolu¬ 
tion and characteristics as follows, bearing in mind 
of course that the data for the remoter racial 
geneology are scanty. 


Glacial period ; Cold, humid climate. 


Neanderthal Type . 

Dolichocephalic, platycephalic, large superciliary ridges, 
prognathous, large brain cavity, short, very strong, 
crouching gait, limbs for climbing 

Post-glacial period : Dry climate, like Canada or Man¬ 
churia. 


Magdalenian or Laugerian Type. 
Dolichocephalic, high dome to skull, slight superciliary 
ridges, somewhat prognathous, leptoprosopic, very 
muscular, erect gait, legs adapted for running. 


Magdalenian. 


(Neolithic) Iberian (or 
Atlanto - Mediterranean). 

Slender, short, agile, 
brunette, dolichocephalic, 
leptoprosopic. 

Chivalrous, courteous, pa¬ 
triotic, impulsive, osten¬ 
tatious, proud, cruel, 
passionate, revengeful, 
unreliable (Macnamara).* 


I 

1 

Cromagnon (?) 

I 

Nordic (or Teutonic). 

Tall, muscular, blonde, do¬ 
lichocephalic, leptopro¬ 
sopic. 

Self-reliant, self-respecting, 
reliable, patriotic, du¬ 
teous, orderly, coura¬ 
geous, energetic, domi¬ 
neering (Macnamara).* 


Alpine . 

Short, thick-set, brunette, brachycephalic, snub or sinuous 
nose. Patient, enduring, thrifty, sensitive, musical, 
devout, conservative. 


Nordic. 

Evolution (clima¬ 
tic) : Hot dry 
summer. Cold 
dry winter. 


Habits : Nomad, 

hunting, pasto¬ 
ral. Open-air 
life on the plains. 
Aversion from 
communal life. 


Alpine. . 

Evolution (clima¬ 
tic) : Mountain¬ 
ous, with cha¬ 
racteristic cli¬ 
mate. 

Habits : Cave- 
dwellers ( ? ). 
Lake dwell¬ 

ings. Early 
communal life. 
Pastoral and 
agricultural. 


Iberian. 

Evolution (clima¬ 
tic) : Mild and 
humid to warm 
and dry (At¬ 
lanto - Mediter¬ 
ranean). 

Habits : Cave- 

dwellers. Pit- 
dwellers. Hun¬ 
ter. Pastoral. 


life. Tacitus, indeed, specially notes that they did Dr. Shrubsall concluded, from a wide and care- 
not live in cities, and that each house was sur- ful survey of statistics, which he published in the 
rounded by a space—an early forerunner of the ~ * < origin and Character of the British People,’ 1900, 
“Garden City.” pp. 213, 214. 
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‘St. Bartholomew’s Hospital Reports/ 1903, under 
the title, “ Physical Characteristics and Morbid 
Proclivities/’ that blonde types in this country are 
specially liable to tonsillitis, rheumatism, heart- 
disease, and osteo-arthritis. Now these are com¬ 
plaints we associate with exposure to damp, and 
the significance of their incidence on the blonde 
element of the population is apparent when we 
recall that the evolution of the blonde Nordic race 
took place under climatic conditions of great dry¬ 
ness. To the complaints of blondes enumerated 
by Dr. Shrubsall I would from my own experience 
add a liability to catarrhs—respiratory, gastric, 
intestinal, uterine. 

In England itself the immigration of blonde 
types came principally from the south and east; 
consequently these types preponderate in the 
southern and eastern regions with certain notable 
exceptions. These exceptions are significantly 
enough districts notorious for their dampness *of 
soil, viz. the Fens, the great clay-tracts to the north 
of London, the heavy clay of the Sussex Weald, 
Romney Marsh, and others. Here the blonde 
element is conspicuous by its absence, the 
peasantry being of a short brunette type. Woe 
betide the §axon who attempts to settle in the 
Sussex Weald ! 

But I quote again from Shrubsall: “ Sir 
William Church in an article on acute rheumatism 
points out the remarkable prevalence of that disease 
at Whitehaven and in the Isle of Man : now these 
are the most purely Norwegian, fairest, and almost 
the tallest districts in England.” 

When I point out that these places have a heavy 
rainfall, but no heavier than other districts which 
make no such returns, the connection between the 
prevalence of acute rheumatism and the blonde¬ 
ness of their inhabitants is explicable on rational 
grounds. It is once more a case of contrast 
between evolutionary and present environment. 
The contrast, however, has not been so great as 
to determine grave degeneration or extinction of 
the Scandinavian settlers in the Isle of Man. 

If, however, we turn to some other of the many 
excursions of the Nordic type, we shall find more 
serious happenings. We have only to study the 
invasions of the Goths and other barbarians to see 
the terrible results of nations trying to settle en 
masse in a strange environment. The fate of the 
Langobards, who were typical Nordics, is particu- | 


larly instructive. In the sixth century they were 
invited to settle in the valley of the Po in north 
Italy, a district with a hot, humid climate and rich 
alluvial soil. To-day hardly a trace of this tall 
blonde, dolichocephalic race remains beyond the 
name of the province, Lombardy, though at the 
time of their occupation the previous population 
had been wiped off the face of the land. Lombardy 
is nowadays peopled by a short, thick-set, 
brachycephalic, brunette type, evidently allied to 
the Alpine race, but there is nothing in history to 
suggest they massacred the Langobards: the latter 
have been absorbed as a people and have 
practically disappeared as a local type. 

Climate, then, gives a definite and somewhat 
narrow limit to the well-being of the Nordic race. 
Another limitation is their necessity for elbow- 
room. It is a well-established fact that the stress 
of city life falls heaviest on blonde types,* that they 
fail to maintain fhemselves beyond one or two 
generations in the more crowded quarters. Nor is 
this surprising if .we consider their evolutionary 
career, their milleniums of open-air existence, their 
aversion from communal life. How can a race with 
such a history behind them ever adapt themselves 
to the exigencies of the city? 

If, on the other hand, we turn to the brunettes, 
the Iberian and Alpine, we find that communal life 
was one of the conditions of their existence from 
earliest days. Therefore they thrive, or at any 
rate survive in close quarters where the blondes 
perish. 

We must further remember that the Iberian is 
practically autochthonous in this country; at any 
rate, he has inhabited the British Isles from the 
dawn of the Neolithic period, if not earlier. There¬ 
fore, where he has escaped disturbance or disloca¬ 
tion amid the changing tides of conquest the 
Iberian might be expected to etijoy good health. 
It is at any rate significant that many centenarians 
existed in the west of Ireland, where the Iberian 
type is found in its purer forms, even before Mr. 
Lloyd George brought in his old-age pension 
scheme. On the other hand this Iberian type 
represents the lowest stratum in our population 
over which poured the various invasions of other 
racial types and sub-types. The stress of conquest 
has therefore fallen upon the Iberian in this 


* Cf. Shrubsall, ‘School Hygiene,’ July, 1910. 
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country, and he and his hybrids mainly represent 
the lower classes relegated to menial pursuits and 
the struggle with poverty. Brunette types in this 
country are, according to Shrubsall, subject to 
malignant disease, nervous diseases, and phthisis. 

The last two complaints are mainly social in 
character, the former associated with the struggle 
for existence, the latter with industrial occupations. 
There is no doubt that if the influence of the dusty 
trades and manufactures were eliminated the 
incidence of phthisis would fall very differently. 
My impression is that among the upper classes its 
incidence is mainly upon blondes, except a certain 
tall, thin, aquiline, very brunette type, which 
seems very liable to pulmonary tuberculosis. I 
think that statistics relating to the type of medical j 
student most subject to phthisis would be of value. 
My recollections of my fellow-students (between [ 
twenty and thirty in number) who fell victims is , 
that with three or four exceptions they were all 
blondes. . j 

The pure Alpine type is not common in this 1 
country. I have been able to observe one or two 
and find the children specially liable to catarrhs in 
the damp, windy weather of spring and autumn. | 
It will be remembered that in the Alps there are 
practically only two seasons, a warm sunny 
summer, punctuated by thunderstorms, and a long, 
dry, bracing winter. 

But it would be rightly objected that all pure 
racial types are uncommon in Britain. That is 
true. The average cephalic index in this country 
has a range of 6 or 7 points only, /. e. from 74 to 
81, while in Germany it ranges as much as 13 
points, i. e. from 72 to 85. 

Nevertheless it is very common to see in a given 
individual one or other racial type obviously in 
preponderance, and this preponderance will de¬ 
termine the pathological bias. 

A little way back I said something about local 
sub-types, and that we must remember that after 
once the invasions of this country came to an end 
local communities, however mixed at the time of 
settlement, were little disturbed until the industrial 
development of the country, which began in the 
eighteenth century, and more particularly the 
advent of the railway. 

I said the result of this freedom from disturb- j 
ance of these local communities has been the ! 
evolution of local sub-types best suited to local 


conditions, climatic or social. A well-known in¬ 
stance of a local sub-type is found in the Basques 
of the Pyrenees,* who are mainly Iberian in 
origin, with an infusion of Alpine, but have, 
through long isolation, developed a distinct type 
with a recognisable cast of features. 

The evolution of the sub-type is mainly the 
result of the advance from the hunting and pastoral 
to the settled agricultural stage of existence. In 
this country plenty of local sub-types exist. I will 
not trouble to describe them ; it has been well 
done by Dr. Beddoe in his ‘ Races of Britain,’ 
by Munro in a useful little handbook, ‘The British 
Race/ and others. 

What I can do is to adduce evidence that when 
these local sub-types migrate from the environment 
which produced them into strange surroundings 
they are apt to suffer if the change makes too great 
a demand on their power of adaptation. Sir 
William Bennett, in an article in the June number 
of the ‘Practitioner’ of this year (1910), entitled 
“ Points relating to Tuberculous Glands,” records 
the following significant observations, without, 
however, offering any explanation of the facts he 
notes : 

“With regard to the effect of sea-air in these 
cases, it is an interesting fact that children born 
and living at the sea-side who develop tuberculosis 
there benefit vastly by a change inland, in the 
same way that those who develop tuberculosis 
inland derive benefit from a change to the sea-side 
or ship-board. A more interesting fact still,” he 
continues, “is the following, which I have verified 
often enough to place it beyond the limits of mere 
coincidence : A child having left its place of birth 
! to reside elsewhere will, if it develops tubercle, 
derive more benefit by a retafn to the place of its 
nativity than any other place, provided of course 
that its birthplace was not a crowded town or an 
obviously insanitary locality. The following ex- 
j ample will illustrate my meaning : A child born 
I at a sea-side resort, who, some years after, whilst 
living in another place, developed tuberculosis of 
1 the cervical glands, was subjected, without much 
benefit, to every kind of treatment, including resi¬ 
dence at several duly accredited sea-side places, a 
high altitude visit, a sea voyage, etc. Finally she 
was sent to the place of her nativity, with a benefit 


* Cf. Ripley, 4 The Races of Europe,’ 1900, chap. viii. 
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which was quite remarkable. I have seen similar 
cases in people born inland. It looks, in fact, 
much as if there may be some peculiar relation 
between the health of individuals and the climate 
in which they are born. ,, 

Sir William Bennett, I say, offers no explanation 
of the phenomena just quoted beyond the sugges¬ 
tion in the last sentence. Now it cannot be the 
mere fact of an individual being born in a given 
locality that makes this the most suitable place for 
his recovery from disease. We know the contrary 
occurs in. for example, the case of a white child born 
in the tropics. If, however, the place where the 
patient was born is the place where his ancestors 
have bred for generations, he probably represents a 
type well suited to local conditions; in other 
words, he was not merely born but evolved in his 
birthplace. 

Observations bearing on this point with regard 
to neoplasms have also been recorded. Dr. 
Middlemas Hunt, of Liverpool, has described* a 
case of a young lady who suffered from laryngeal 
papillomata, which disappeared when she went to 
stay with relatives in Somersetshire, but reappeared 
when she returned to Liverpool. The same thing 
has been observed with regard to warts on the 
hands; a change of locality often results in their 
disappearance. Now if this hold true of benign 
neoplasms, why not of malignant growths, at any 
rate as regards their formation ? I have fortunately 
been able this last fortnight to get an item of 
information bearing on this point. Malignant 
disease is very common at Bridlington Quay, a 
Yorkshire sea-side town to which many people 
come from other parts of the country to take 
up residence. A medical man in practice there 
tells me that the incidence of cancer falls almost 
entirely on the immigrants, the native townsfolk 
being practically immune. I believe that wider 
research on these lines would bring to light many 
remarkable and even startling facts, e.g. the in¬ 
creasing mobility of the population may account 
for the reported great increase of cancer. It is 
noteworthy that “ open-air ” treatment is now being 
advocated for cases of inoperable^ malignant 
disease. That local communities can be recog¬ 
nised by definite local typts is no new theory, as I 
said just now. At the present day a rapid and 

* 4 Transactions of the British Laryngological, etc., 
Association,' 1899. 


thorough dislocation of these locally produced and 
conditioned types is going on. Immigration into 
the cities or towns, subjecting them to the stress 
of a strange environment, depriving them of 
accumulated experience and traditional (if at 
times crude) methods of guarding the family 
hygiene, and imposing the strain of cudgelling 
their wits to effect what came by habit in their 
ancestral surroundings. These social changes, 
added to frequently unfavourable climatic con¬ 
ditions, has produced, and will continue to produce, 
a terribly severe weeding out of such as are unable 
to adapt themselves to new environments. 

A cry of “ back to the iand ” has gone forth, but 
the mischief is already done. A great mixing and 
intermarriage of diverse types in the towns has 
already been taking place for generations. To 
replace our slum populations on the land is not so 
easy a solution of the problem of national deteriora¬ 
tion as it seems. A fortiori emigration to foreign 
lands must result in a still more severe winnowing 
of unsuitable types. This is evident in the rapid 
production of a characteristic type which results. 
Witness the familiar Australian “ Cornstalk,” a 
sub-type largely Nordic in character, the Boer, the 
“ Yankee,” and others. 

The stress of change undoubtedly falls heaviest 
on the immature. It is the growing organism that 
suffers most in an unfavourable environment. 

If, now, my contention holds good that there are 
no rigid laws of health for the community at large, 
but that racial or local derivation modifies these 
laws according to the individual type, what practical 
application can follow in dealing with disease ? 

First of all we can weaken the rampant bogey of 
inheritance of disease if we cannot actually slay him. 

Let us take pulmonary phthisis. In the lower 
classes it is chiefly an industrial disease, dusty 
trades and bad nutrition being the chief causes. 
It falls heaviest on brunette types because they 
form in the main the lower industrial classes, but in 
the upper classes the matter is much more closely 
concerned with racial adaptation, and if we can 
only recognise the environment an individual with 
a family history of tubercle requires, we can say— 
“Go and live in it, you will be strong ; marry without 
fear, your children will be healthy as far as you are 
concerned.” 

There is a legend abroad that brunettes are 
possessed of greater powers of endurance by virtue 
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of their pigment. It is a matter of environment 
purely. What about the polar bear ? The Alpine 
types in the German sanatoria are largely those 
who have settled in districts where Teutons prepon¬ 
derate as the native type. Heredity provides, 
environment selects. The blonde Swede, the 
purest Nordic extant, is useless in the American 
cities but is said to thrive on the great Canadian 
plains, where the life and climate so closely re¬ 
semble? the conditions of his evolution. 

I may refer here to an experiment of the late 
Dr. Trudeau. He procured some rabbits from a 
neighbouring warren and injected them with 
tubercle. Some he returned to the warren and 
some he kept in a damp cellar. Those restored 
to the warren i. e . to their natural environment, 
rapidly recovered, while those kept in the cellar 
all died of tuberculous disease. This experiment 
of Trudeau's has been quoted by Latham,* as 
proving that tubercle is not a hereditary disease. 
But surely it proves that a rabbit, (and, for 
the matter of that, a man) shows a hereditary 
proclivity to tuberculosis if exposed to infection 
in an unsuitable or strange environment. The 
great liability of cows to tubercle when hiber¬ 
nated in damp, dark, stuffy cowsheds is easily 
understood when we consider that the cow is 
naturally a nomad, a wanderer in search of pasture, 
not a troglodyte hyaena. The liability to disease 
caused by a specific organism such as the tubercle 
bacillus must be traceable to defective action of 
the anti-bacterial agencies of the blood, of the 
phagocytes and their stimulus to action. Change 
of environment must affect this in some way in 
cases where exposure to overwhelming concen¬ 
tration can be excluded. In this connection 
I may refer to the experiments of Pasteur, who by 
placing the feet of fowls in cold water managed to 
inoculate them with anthrax, a disease to which 
they are naturally immune. I would suggest that 
this is a field worthy of further exploration. 

What of the sanatorium treatment of phthisis ? 
The object here must be to stimulate to the utmost 
activity the anti-bact^erial agencies of the blood. Is 
it not in part at least an empirical attempt to 
restore the patient to his natural racial environ¬ 
ment, and should not this attempt form an integral 
part of the treatment when trying to combat 
bacterial disease with vaccines ? 

* ‘ Lancet/ 1908. 


The effect of change of environment through 
migration has of course been thoroughly studied 
in respect of the rapid and patent degeneration 
that occurs when Europeans attempt to establish 
themselves in the tropics. What I asl! for is 
observation of the subtler processes that take 
place when the difference of surroundings is not 
so great, bearing in mind that for each individual 
there exists an ideal environment peculiarly his 
own, but that each has more or less elasticity of 
adaptability beyond which he is bound to suffer. 
May it not be that the more mixed racially is a 
man's ancestry, the greater the vicissitudes his 
lineage has encountered, the greater will be his 
powers of adaptability, provided that he is truly 
a mixed type and does not revert to a pure ancestral 
race ? Certainly the purer the racial type of a com¬ 
munity, the longer it has been settled in a given 
environment, the heavier will be the stress pro¬ 
duced by change. 

Now I will suggest some practical applications 
that can be made from the study of disease from 
the racial side. 

Suppose you have to deal with a patient of the 
blonde, long-headed type, whose characteristic 
restless energy has brought about a “nervous 
breakdown.” If you attempt to place that patient 
in an ordinary nursing home for a rest-cure, your 
labours will be in vain. Such a patient simply 
becomes more restless and “ nervy,” and, indeed, 
suffers severely from claustrophobia, which is par¬ 
ticularly, though not exclusively, a complaint of 
the Nordic race. When*a blonde patient is confined 
to bed through illness, it is well to see that as 
much fresh air and sunlight (in winter at any rate) 
as is compatible with the nature of the illness is 
procured for him, and do not keep him in bed 
longer than is absolutely necessary. These patients 
are particularly troublesome when having to be 
laid up for fractures, confinements, miscarriages 
and other conditions in which the sense of bodily 
illness is slight or absent. The patient I would 
select for a rest-cure should be rather short and 
dark-haired, with grey or brown eyes. 

Blonde and more particularly rufous children 
require special protection from damp. If living 
on a cold soil their legs must be well protected, or 
they will be liable to chronic catarrhs, if not to the 
insidious and far-reaching consequences of juvenile 
rheumatism. The French fashion of dressing little 
girls in cotton socks and underclothing that stops 
short above the middle of the thigh may suit the 
milder climate of France, but is productive of 
much trouble in England. 
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It will be seen that the choice of residence, 
holiday resort, school, or country for emigration 
can be guided by considerations on the principle 
I have suggested. 

There is a well-known kind of alcoholism in 
which the patient has a constant sense of coldness 
of the skin and nervous depression unless under 
the influence of a stimulant. It is, I believe, very 
prevalent in Cumberland, where there is a large 
Scandinavian element in the population and a very 
heavy rainfall, but is not uncommon on the cold 
soils about London. I suggest that this merits 
further investigation. Then, again, the sense of 
well-being described by people who adopt peculiar 
diets. I have seen a good many people who claim 
to benefit by Dr. Haig’s system, and many who 
have tried it without benefit. Those who swear by 
it are chiefly of the blonde type, or of a sub-type in 
which the Nordic element is predominant. 

I would call attention to the rising popularity of 
the high Alps in winter. The conditions met with 
are very pure dry air, brilliant sunshine and sharp 
cold. I have no doubt whatever that our upper 
classes find therein an element missing in our own 
country, but for which there exists to a larger or 
smaller extent a physiological necessity in their 
constitutions. Many of us know well the bracing 
effect of a clear, bright, frosty day, but nevertheless 
this does not hold good for everyone. Not long 
since I was talking to a lady doctor on this subject 
and she told me that damp, muggy weather gave 
her this bracing sense and frost made her miserable. 
I found on inquiry that she was of Huguenot 
descent, her family having come from a town on 
the west coast of France, where, of course, mild, 
humid conditions prevail all the year round. 

I had recently to treat an elderly lady for bron¬ 
chitis. She had suffered from it since childhood 
and had had to leave her home in Perthshire to 
spend winter after winter at Torquay. She assured 
me she was of pure Highland descent, both on her 
mother’s and father’s side, and I thought my theory 
had met with a check; but next day her daughter told 
me that her mother had made a mistake—her grand¬ 
mother had come from the south of France ! Here, 
then, was the source of the winter bronchitis. Had 
I space enough I could quote many more examples 
of the kind. 

Now a word or two about Hampstead. The 
hill on which our suburb is built is a mass of 
London clay with a cap of Bagshot sand eighty feet 
thick at the Whitestone Pond and shelving off 
gradually till it is lost in a loamy belt where the clay 
comes to the surface. Except in its highest parts, 
therefore, the natural soil of Hampstead is rather 
damp and cold. On the other hand, it is mostly on a 
fairly steep slope ; practically the whole hill except 
the sandy heath is built over. The roofs catch the 
rain and conduct it into the sewers, the gardens are 
drained, roads paved or macadamised. The effects 


of the cold soil are therefore largely checked. The 
air is excellent, the prevalent winds being west and 
south-west; they come across a great tract of gravelly 
and chalky country devoid of large towns, the air 
being of no great humidity and very pure. Hamp¬ 
stead is therefore healthy and bracing, especially^ 
as compared to other parts of London. I find, how¬ 
ever, that it is not to be regarded as equal to such 
places as Crowborough, Frimley, or Hindhead, 
despite the thorough drainage ; it is undoubtedly 
somewhat damper in climate and soil. Accordingly 
blonde people, particularly children, are liable to 
respiratory or gastric catarrh, and it certainly does 
not suit those of very pure type. Adenoids and 
enlarged tonsils are very prevalent among children 
born in Hampstead, but the former trouble at any 
rate is found commonly in both blondes and 
brunettes. Then, again, we have in Hampstead 
a large number of residents of Jewish descent. The 
Jews have passed through a very severe winnowing 
of types of weak adaptability through the persecu¬ 
tions they have endured and their long centuries 
of residence in towns and cities. They adapt 
themselves very well, therefore, to city life. But 
behind their more recent history lies their evo¬ 
lution in a milder, drier climate than that of the 
north-west of Europe. It is therefore not surprising 
to find them also liable to tonsillitis, adenoids, 
nasal, pharyngeal, gastric and intestinal catarrh. 
Their known liability to diabetes may be traceable 
either to their highly sensitive nervous system, or 
to some racial inability to cope with the large 
proportion of farinaceous and saccharine food 
entering into the dietary of nations of European 
origin. 

Chronic articular and muscular rheumatism is 
apt to trouble' elderly people in Hampstead, but, 
generally speaking, carefully selected localities for 
holidays and attention to clothing is sufficient to 
I counter most of the disabilities Hampstead may 
| offer from its coldness of soil. Certainly it com- 
| pares most favourably with the heavy, dense clay 
! of the Sussex Weald, which is simply deadly to 
j people susceptible to damp. 

And lastly, what of the future ? Are we to retrace 
our steps and settle down into tribes who are not 
neighbours ? No, we must go forward. If mankind 
has split up into a number of types each with special 
adaptabilities for special conditions, may not these 
varied adaptabilities at last be united in a higher 
type of man, and the increasing facilities for 
mundane travel hasten his advent ? It may be 
that the science of eugenics, will, from small and 
tentative beginnings, become the greatest branch of 
science, and that by adapting himself to his environ¬ 
ment and adapting his environment to himself man 
will reach that condition of perfect equilibrium in 
Nature towards which his present troubles and diffi¬ 
culties ipress him to aspire. 

August yth, 1911. 
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ON 

INTESTINAL FISTULA. 

Delivered at the London Hospital. 

By HUGH M. RIGBY, M.S.Lond., F.R.C.S.Eng., 

Surgeon to H.M. the King’s Household ; Surgeon 
to the London Hospital, etc. 


Gentlemen, —Intestinal fistula is the term applied 
to a track opening into some portion of the 
lumen of the intestine. There are two varieties of 
such fistula): 

I. External. 

In this form the track discharges intestinal con¬ 
tents on the surface of the skin. The position of 
the track may be: 

(a) Intra-periloneal , that is, situated entirely 
within the peritoneal cavity and opening into the 
bowel through its peritoneal coat; or, 

(b) Extra-peritoneal : Fistulae in connection 
with the duodenum or ascending or descending 
colon may be cited as examples of this form. 

II. Internal. 

In this condition the fistulous track connects 
either the lumen of one coil of intestine with that 
of another, or forms a connecting channel between 
a loop of intestine and a hollow viscus such as the 
bladder. The term “ bi-mucous fistula” is also 
applied to this variety. Such fistulas will not be 
considered in this lecture. 

An external fistula may present the three follow¬ 
ing conditions: 

(1) An opening leads direct from the surface of 
the skin into the lumen of the bowel. The track 
is therefore a short one and formed by the 
abdominal parietes alone. The mucous membrane 
of the bowel stops short at the opening through 
the intestinal wall. The fistulous track in the 
abdominal parietes is lined with granulation-tissue. 
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(2) The mucous membrane lining the intestinal 
wall is continued along the wall of the track, and 
may extend to the surface of the skin. 

(3) The affected part of the intestine may be 
some little distance from the abdominal wall, the 
track itself being of some length, its walls formed 
by the contraction of an abscess cavity surrounded 
by adherent coils of intestine. 

The distinction between a fsecal fistula and an 
artificial anus is not always clearly defined. The 
former term should only be applied in those cases 
where there is a free passage through the intestine 
and only a portion of the intestinal contents escape 
on the surface of the skin. The term “artificial 
anus” implies a path opening on the surface 
through which the entire intestinal contents escape. 
The difference between the two therefore depends 
on whether or no there be obstruction to the 
normal channel in addition to the fistulous opening. 

1 

Causes of Intestinal Fistul.e. 

These may be classified as follows : 

Congenital . —This is nearly always in association 
with the remains of the vitello-intestinal duct. 
This, of course, invariably discharges at the 
umbilicus. 

Due to injury. — (a) Wounds associated with 
lesion of the surface of the abdomen, for example, 
gun-shot wounds, stabs, and operation wounds. 
(b) Subcutaneous injuries to the intestine. (e) 
Injuries of the intestinal wall inflicted from within, 
for example, from the presence of foreign bodies. 

Due to disease of the bmvel wall: 

I. Appendicitis and its complications. 

II. Ulceration of the wall of the intestine. 

a. Non-tnalignant : (1) Tubercular ulceration, 
(2) dysenteric, (3) typhoid, (4) stercoral, (5) 
associated with diverticula. ■ 

ii. Malignant : Carcinoma. 

III. Actinomycosis. i 

IV. Suppuration from causes outside the intes- I 
tine, and involving it secondarily. 

V. Fistulas occurring in association with hernia. | 

Diagnosis. j 

The diagnosis of intestinal fistula is obvious if | 
the discharge is fecal in character, but in certain 
cases where the discharge is of mucus the diagnosis j 
may present some difficulty. 1 

Fistulre in connection with the duodenum dis¬ 


charge a characteristic bile-stained fluid. A fistula 
discharging clear fluid at the umbilicus is common, 
and may be due to several causes. The relation 
of the urachus to this region, the persistence of the 
vitello-intestinal duct, and the occasional presence 
of a mucous fistula in connection with the gall¬ 
bladder have to be taken into consideration. The 
examination of the discharge from a patent urachus 
will of course clear up the diagnosis ; the presence 
of urea can be demonstrated, but the clear mucoid 
dischargeof a fistula connected with the gall-bladder 
may be confused with that from a cyst in connec¬ 
tion with the vitello-intestinal duct: I have seen a 
clear mucous discharge from an umbilical sinus 
leading into the gall-bladder. In these cases the 
previous history will materially help to clear up 
the diagnosis, and one can generally make out 
a tumour extending from the opening towards 
the liver. 

Mention has been made of duodenal fistufe ; 
such are uncommon. They may, however, occur 
as a result of leakage of a duodenal ulcer, or from 
the penetration of the wall of the duodenum. I 
have met with two cases of duodenal fistula, as a 
result of suppuration, occurring, in one case, in 
connection with the kidney, and, in the other, with 
the appendix. It may be of interest to briefly refer 
to these two cases. 

The duodenal fistula in connection with suppura¬ 
tion about the kidney occurred in the case of a 
woman, aet. 29 years, on whom right nephrec¬ 
tomy was performed for a suppurating tuberculous 
kidney of long standing. Extensive retro-peri¬ 
toneal suppuration had occurred. The kidney was 
removed after much difficulty by the extra- 
capsular method. The patient had gone to a 
convalescent home, and was nearly well; the wound 
had almost healed, and there was scarcely any 
discharge. Symptoms began with a feeling of 
nausea, and a shooting, dragging pain on the right 
side. The patient vomited twice. As some 
tenderness developed about the wound it was 
opened by forceps and a drainage tube inserted. 
This was immediately followed by a hissing sound, 
and a copious discharge of thick yellow fluid came 
away. The patient was sent back to the hospital, 
and, on examination, was found to have a copious 
discharge of duodenal contents. The skin was 
extensively eczematous. With careful dressings and 
plugging of the wound with gauze the discharge 
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almost ceased, and the condition of the skin greatly 
improved. I debated whether I should advise a 
gastro-jejunostomy with closure of the pylorus, 
which would most probably have stopped the dis- 
f charge, but, as this had become appreciably less, 
and the patient's general condition was not satis¬ 
factory, I decided to postpone this treatment. 

The other example of duodenal fistula occurred 
in the case of a boy, aet. 15 years, who was 
admitted 4 to the London Hospital, on August 27th, l 
1907. He gave a history of an illness of ten days' 
duration, with the usual symptoms of appendix 
trouble. He was found to have rigidity and 
tenderness in the lower half of the abdomen and a 
large swelling in the region of the caecum. He 
was operated upon on the day of admission. A 
very thick-walled abscess cavity was found behind 
the caecum, tracking upwards and inwards for some 
inches apparently behind the ascending colon. 
The appendix was not removed. The abscess was 
drained with a tube and the peritoneal cavity 
walled off by gauze drains. Three days after the 
operation there was a profuse discharge of thin, 
bile-stained fluid from the tube. This fluid irritated 
the skin and for three days a large quantity 
escaped into the dressings. Six days after the 
appearance of the discharge it had completely 
stopped. The case ran an ordinary course, the 
abscess cavity gradually contracting up. The 
patient was discharged a fortnight later. Appa¬ 
rently in this case the abscess tracked up in the I 
retro-peritoneal tissue and the wall of the duodenum j 
had become perforated at the lower part of its j 
second portion. This must be a rare complication i 
of appendix abscess, and the spontaneous closure 1 
of the fistula was most instructive. 

Examples of fistulse in connection with Meckel's 
diverticulum are fairly common. The discharge 
may be faecal in character but is often composed 
of mucus only. A typical example of mucous 
fistula from this cause was under my care in 
August, 1905. 

The patient was a child, aet. 10 months, in whom 
a fistula had been noticed at the umbilicus since 
birth. I found she had a continuous flow of 
watery fluid, not faecal, and with no urinary odour. 
The fluid was clear-coloured and acid in reaction. 
The fistula was exposed by an incision in the 
middle line and the urachus was found as a fibrous 
band, unconnected with the .fistula. The fistula 


itself was found to be a small sac connected by a 
cord with the gut. This cord was simply ligatured 
with silk and the sac excised. In cases where 
there is direct communication with the interior of 
the intestine a similar treatment should be adopted,* 
but, in addition, more careful closure of the 
opening of the intestine has to be carried out. In 
some cases the opening into the vitello-intestinal 
duct becomes shut off at the intestinal wall and at 
the umbilicus, and this condition may give rise to 
the formation of a cyst-like swelling, which, if 
opened, may lead to a fistulous discharge. I saw 
an example of this in the case of a boy in the 
“ Cambridge ” ward some three years ago. A 
painless swelling developed just below the um¬ 
bilicus. Incision of this evacuated clear fluid. At 
a later operation the sac was excised and its 
connection with the intestinal wall was clearly 
j seen. 

The large majority of cases of intestinal fistula 
met with in practice are those due to disease of the 
intestinal wall as a result of inflammation or new 
growth. 

Referring to the classification given above, 
appendicitis and its complications come first. A - 
faecal fistula as a direct result of suppuration in 
the region of the appendix is often seen. According 
to Kelly (‘Diseases of the Vermiform Appendix ') 
it is one of the common sequelae after an operation 
for appendicitis. He quotes Fowler, who had six 
cases of faecal fistula in 169 operations for appendix 
disease, and Van Lennep, six in 118 cases. 
McCosh (‘American Text-book of Surgery’) states 
that the frequency of this complication is but 
1 per cent. 

The opening may result from actual sloughing 
of the appendix at its attachment to the caecum 
or sloughing of a neighbouring portion of the wall 
of the caecum, or an adherent coil of small 
intestine. Multiple tracks may open on the skin. 
Faecal fistulae as a result of limited sloughing of the 
caecum, at or near its attachment to the appendix, 
or non-closure of an appendix abscess itself, 
generally tend to close spontaneously. If the 
J fistula persists it is said that such persistence is 
j due to pouting of mucous membrane of the bowel- 
! wall through the opening in the muscular and 
i peritoneal coats. Occasionally the condition has 
to be operated upon, and if the track is a long 
one some difficulty may be found in reaching the 
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opening into the intestine. As a rule one can 
safely leave these cases for at least twelve months ; 
in the hope that the fistula will spontaneously close. 

Lockwood (Clifford Allbutt’s 4 System of Medi¬ 
cine ’) advises that no operation should be under¬ 
taken for twelve months even if the leak be a 
considerable one. McCosh (Joe. cit.) suggests 
that operation will probably be necessary if the 
discharge is not materially lessened after four 
months, but advises waiting at least six months 1 
before deciding on active treatment. Sir Frederick 
Treves emphasised expectant treatment. Kelly 
(loc . cit.) is convinced that the majority of such 
cases tend to close spontaneously. He quotes 
a case, reported by Gage, which discharged for | 
seven years and finally closed without operation. 

From the experience of several hundred cases 
of operation on the appendix I can confirm the 
advisability of patient expectant treatment of a 
fistula from this cause. I have only had to operate 
on one such case and then sixteen months had 
elapsed since the first operation. The abscess 
had been opened; the appendix had not been j 
removed. A fistulous opening was found in the 
caecum, close to the base of the appendix. The I 
appendix was removed and the opening into | 
the caecum closed by two rows of sutures. The 
patient recovered and the fistula remained per¬ 
manently closed. 

If the fistula, following operation for appendix 
suppuration, is due to an opening into the small 
intestine, the outlook is more serious. The fistula is 
less likely to close spontaneously and the irritating 
discharge of the fluid faecal contents of the small 
intestine greatly increases the gravity of any opera¬ 
tive treatment which may be considered necessary. 

, Next in order, fistulae in connection with ulcera¬ 
tion of the wall of the intestine may be considered. 
Such fistulas are usually formed as a result of a 
peri-intestinal abscess, due to perforation of the 
base of the ulcer. The abscess thus formed may 
perforate the skin or be drained by operation. 
In not a few cases operation on an abscess due to 
tuberculous disease of the intestine has led to the 
formation of a faecal fistula as a result of scraping, 
or vigorous swabbing, of the abscess cavity. 

A faecal fistula in connection with an ulcerating, 
carcinomatous growth of the intestine is not 
unusual. In such cases partial obstruction is 
generally but not always present. 


*A faecal fistula often results after an operation 
has been performed on a peri-intestinal abscess 
from perforation of a carcinomatous ulcer. These 
abscesses generally appear either about the caecum, 
in either loin, or in the region of the sigmoid 
flexure. The presence of the abscess obscures the 
tumour caused by the growth, and the true con¬ 
dition is sometimes not discovered until a faecal 
fistula develops. 

Faecal fistulae in connection with actinomycosis 
generally occur in the region of the caecum. The 
presence and examination of the characteristic 
yellow pus will make the diagnosis certain. 

Lastly, fistulae in association with herniae are 
comparatively common as a result of the late 
stages of strangulation. Gangrene of the gut-wall 
leads to infection of the sac and collection of foul¬ 
smelling fluid, which either discharges or is 
relieved by operation. 

Treatment. 

The treatment of external intestinal fistula may 
be either operative or non-operative. As previously 
mentioned, a great number of these fistulae tend 
to close, and this result can be assisted by pro¬ 
viding free drainage and employing adequate 
surgical cleanliness. In a certain number of cases, 
however, some form of operative treatment has to 
be considered. 

Whenever possible an attempt should be made 
to close the fistula by the direct method . By this 
is meant a direct closure of the opening into the 
bowel, including excision of the fistulous track 
itself. If this should fail, or if the conditions are 
such as to put this treatment out of the question, 
one of the methods dealing indirectly with the 
involved portion of the intestine must be planned. 
Whichever form of operative treatment has been 
decided upon, the first essential step is to attempt 
to check the discharge from the fistula. It is 
hopeless to expect a good result when the skin 
is acutely inflamed and septic from this cause. It 
is not at all easy to check the discharge and keep 
the skin dry, but if this can be done, it is extra¬ 
ordinary how quickly the condition of the skin 
improves. If the opening is a large one, it is 
almost impossible to keep the surrounding parts 
quite dry, but if the aperture is of small diameter 
and has firm edges, it is possible to fit a rubber 
plug so as to act as an effective dam. When the 
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fistulous tracks are multiple or of very small size, 
it is almost impossible to keep the skin free from | 
irritation. If, however, the skin can be got into | 
reasonably healthy condition, the direct method of j 
operative treatment is first attempted. Should the 
intestine be adherent to the abdominal wall it may 
be a comparatively simple matter to close the 
fistula after the well-known method of Greig i 
Smith. Briefly, this operation consists of freeing 
the margins of the skin around the opening, dis- > 
secting back the wall of the bowel from the 
muscular layers of the abdominal wall until the 
peritoneum is reached. This is not opened but 
gently stripped back. The opening into the 
intestine is closed by sutures and a superjacent 
row of sutures is introduced so as to enfold the 
wall after the Lembert principle. 

If it be found impossible to close the fistula by 
this means, it may be quite a safe procedure to 
open the peritoneal cavity and to close the open¬ 
ing into the intestine in much the same way, after 
protecting the surrounding parts with gauze. As 
a rule, the operation, without opening the peri¬ 
toneal cavity, is unsatisfactory, and a more effective 
closure can be made if the peritoneum is opened. 
The risk of infection is not very great if care be 
taken to wall off the peritoneal cavity by gauze 
pads or sponges. If, after a thorough trial, it be 
found impossible to check the discharge so as to 
get the skin into fair condition,' or if either of 
the above methods of operation have failed, one 
of the following methods of operation must be 
attempted. The principle involved in these opera¬ 
tions is to check the flow of intestinal contents 
past the fistulous opening by excluding the in¬ 
volved portion of intestine either partially or com¬ 
pletely. The operations which have been devised 
and carried out with a view to effecting this are : 

a. Method of Lateral Anastomosis. 

A lateral anastomosis made between the portions 
of gut on the proximal and distal side of the 
affected portion of the intestine. In this way the 
flow is only partially diverted as, evidently, there 
is nothing to prevent its continuance through the 
normal channel. 

B. Method of Unilateral Exclusion. 

A lateral anastomosis is again made between 
coils of intestine on the proximal and distal side 


of the affected portion. In addition to this, the 
intestine on the proximal side is divided. In this 
way the flow through the affected portion of the 
gut is shut off. The only possible way in which 
faecal discharge can occur is by a retrograde flow 
via the new anastomosis down the excluded 
portion of the intestine. 

C. Method of Bilateral Exclusion. 

This is a further modification of the above, and 
consists of dividing the intestine also on the distal 
side of the affected portion. By this means the 
involved loop of intestine is entirely shut off 
from the faecal circulation and remains as a blind 
j loop of gut, communicating with the exterior by 
I the channel of the faecal fistula. 

A last procedure which can be adopted, and 
which is only called for in certain extreme cases, 
is that of resection of the entire portion of intestine 
involved in the fistula. 

Now it is found in reviewing these different 
methods of treatment, that, as a rule, simple lateral 
anastomosis, the first method considered, does not 
give satisfactory results, and the reason for this is 
fairly obvious. 

The second method, namely, unilateral exclu¬ 
sion, is perhaps most often employed, and as a 
rule the results obtained are good. The only 
risk, as mentioned before, which may invalidate 
the treatment, is that a reflux of intestinal contents 
may take place. This occurred ir^a patient of my 
own, in whom an anastomosis had been made 
between the small intestine and the transverse 
colon. 

Now, as regards the method known by the term 
“bilateral exclusion,” in which a portion, either large 
or small, of the intestine is completely shut off, the 
question often arises as to what becomes of the 
fistulous track. Does it close, or does it persistently 
discharge mucus from the wall of the sequestrated 
portion of gut ? There is no doubt that if the 
portion of intestine affected is the colon the fistula 
may entirely close. This happened in one of my 
own cases, to which I shall refer later on. A 
similar case has been mentioned by Kammerer 
(‘Medical Record/ February 20th, 1897). In his 
case six inches of small gut, the ascending, and ; half 
the transverse colon, were completely excluded, 
and the faecal fistula in connection with these parts 
of the colon completely closed. 
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Parkhill ( 4 Medical News/ vol. lxvii, pp. 67 and 
402) describes a case of faecal fistula occurring after 
operation for appendicitis in a man, aet. 20 years. 
In this case there were several tracks discharging 
from the skin, leading down to an opening in the 
caecum. At the first operation he opened the 
abdomen in the middle line, and divided the lowest 
portion of the small intestine leading to the 
adherent mass in the right iliac region. The 
proximal end was then joined to the hepatic flexure 
of the colon by means of Murphy’s button. The 
discharge from the fistula continued. He there¬ 
fore decided to resect the caecum. He divided the 
colon at the junction of the ascending colon to 
the caecum. After separating the caecum, he found 
that several coils of small intestine were involved 
in adhesions, so that the original division of the 
small intestine had been made some little distance 
from the ileo-caecal valve. He divided the ileum 
near the ileo-caecal valve and removed the caecum. 
He thus left coils of small intestine adherent 
together, and completely occluded at each end. 
The patient made a good recovery, and the closed- 
up portion of the intestine did not give rise to any 
untoward symptoms. 

Obalinski records two cases of bilateral exclusion 
0 Centralblatt fur Chirurgie,’ No. 49, 1894). In 
the first case, in which a fistula connected with the 
caecum, the lower portion of the small intestine, 
the caecum, and ascending colon were sequestrated. 
The fistula in connection with the caecum closed 
up. This case is comparable to a case of my own, 
to which I shall refer presently. In the second 
case he had brought the two ends of the divided 
large intestine to the surface of the skin. These 
he closed at a second operation. The result 
was good. 

If the opening is in connection with the small 
gut, the probability is that a persisting mucus 
fistula will result. For, as Kammerer points out, 
the secreting and absorbing capacity differs con¬ 
siderably in the large and small intestine. 

I think the best way to illustrate these different 
methods of operation will be to refer to cases under 
my own care, in which, for various reasons, such 
operations were considered necessary. 

(1) A fistula of the small intestine as a result of 
appendix abscess ; direct method of operation. 

In the first case a boy, aet. 16 years (F. D—) was 
admitted on January 3rd, 1910, into the London 


hospital. He was sent up from the south of 
England with a history that, fourteen weeks pre¬ 
viously, he was taken with symptoms of acute 
appendicitis. An operation was performed on the 
third day of the illness, and presumably the 
abscess was drained. This was followed almost 
immediately by faecal discharge. Nine weeks later 
an attempt was made to close the fistula; a fort¬ 
night after this another attempt was made under 
an anaesthetic. On admission the following con¬ 
dition was found : Near the site of the appendix 
was a scar on the abdominal wall, in the centre of 
which was a faecal fistula. The opening was the 
size of a penny. The mucous membrane of the 
bowel was adherent to the edges and slightly pro¬ 
lapsed all round. The area of the skin surround¬ 
ing this opening, and extending to the middle line 
in front and round the side to the region of the 
right loin, was raw and intensely red and tender. 
There was a constant discharge of fluid, faecal 
matter, although the faeces passed naturally. A 
probe inserted into the fistula passed towards the 
right flank. It was evident that an extensive 
opening had been made into a loop of small 
intestine, and the first indication was to endeavour 
to improve the condition of the skin. After trying 
several plugs an ordinary rubber teat was procured. 
This was pushed into the opening and formed a 
most efficient plug. In three and a half weeks’ 
time the skin surrounding the opening was practi¬ 
cally healed. 

On February 5th the patient was operated on. 
An incision was made on each side of the scar 
encircling the opening of the fistula. The opening 
into the bowel was plugged with gauze, and, in 
addition, closed by catgut sutures. The edges of 
the fistula were then held up, and the skin dis¬ 
sected away from it. A mass of coils of small 
intestine, adherent together, were exposed. On 
separating these it was found that there were two 
loops of the gut involved. One of these contained 
the fistulous opening. In addition, an opening 
was found in another adjacent loop. This opening 
was closed by a row of sutures, and turned in by a 
row of Lembert sutures. The opening of the fistula 
into the other loop of gut was found to be too 
large to be dealt with in this manner. The portion 
of involved gut was then excised, and the two free 
ends of the intestine inverted and the bowel united 
by a lateral anastomosis. The other coils of gut 
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were freed as far as possible from each other, and 
replaced into the abdomen. The abdominal wall 
was closed in layers, and a small subcutaneous 
drain inserted. The wound healed up well, and 
the lower bowel was found to contain normal 
feces two days after the operation. Subsequent 
recovery was uneventful. 

(2) Fistula of the small intestine as a result of 
appendix abscess ; treatment of unilateral exclu¬ 
sion . j 

A woman, set. 64 years, was admitted into the I 
London Hospital in December, 1907. She was j 
operated on for a chronic abscess in the right iliac 
fossa, extending down over the brim of the pelvis. 
She gave a three months’ history of abdominal 
pain with loss of flesh. The caecum was found to j 
be adherent to the bladder, and there was an 
abscess tracking down to the pelvis. No growth 
could be felt, and the appendix was not removed. 
The abscess was simply drained. The abscess 
discharged for some weeks. It was very slow in 
healing, but the patient was sent to a convalescent 
home with a small rubber drain in the wound. 
This tube was removed three days after leaving 
the hospital. Soon afterwards a painful swelling 
appeared, to the upper and inner side of the I 
original incision. The patient was # readmitted into | 
the hospital on April 3rd, 1908. A hard, oval 
swelling was found apparently situated immediately 
beneath the abdominal wall. There was a small 
sinus, at the site of the old wound, two thirds of 
an inch deep. On April 7 th, 1908, the fresh 
swelling was opened, and a tracking abscess was 
found in the abdominal wall. This was laid open 
and packed with gauze. As a result of this opera¬ 
tion a fecal fistula formed, which persisted until 
June, 1909, when patient was again admitted into 
the hospital for operation. She said that recently 
the discharge had been profuse; it was thin, 
liquid, and somewhat greenish in colour. Bowels 
acted fairly regularly. The condition then present 
was as follows : The scar of the first operation was 
.healthy, and the original sinus had healed. Just 
below the umbilicus there was a deep curved 
depression of the skin, at the bottom of which was 
a fistula leading into the intestine. From this 
there was a constant flow of irritating fecal dis¬ 
charge. The skin round the depression was 
intensely red and painful. It was found impossible 
to check the flow, as the opening was very small 


and drawn in from the surface. The condition of 
the skin was such a$ to render any direct operation 
a doubtful procedure. 

An incision was therefore made to the left of 
the middle line, through the outer part of the left 
rectus muscle, and the peritoneal cavity opened. 
The sigmoid was found to be adherent to a mass 
of small intestine and to the caecum. The sigmoid 
was gently separated, and it was then found that 
the fistula was connected with a coil of small gut 
just above the ileo-caecal valve. The small intes¬ 
tine was traced down to the adherent mass and 
divided about six inches on the proximal side of 
the adherent coils. The two divided ends were 
closed by inversion. The proximal portion of the 
divided gut was united to the sigmoid by a lateral 
anastomosis. The patient made a good recovery 
after the operation ; the wound healed up better 
than was expected. Twenty-two days after the 
operation the skin round the old sinus was quite 
healthy ; a very small amount of clear mucus came 
away from the fistula; the laparotomy wound was 
soundly healed and the bowels acted naturally 
each day. This patient came to see me March 
14th, 1911, in the following condition : The sinus 
was now closed. The skin was quite sound and 
healthy, and the patient in good health. The 
bowels acted regularly. 

(3) Fistula resulting from right lumbar colos¬ 
tomy ; method of bilateral exclusion . 

In this case a patient of mine, F. T—, aet. 31 
years, a young woman, in whom a resection of a 
carcinoma of the colon had been carried out, had 
a fecal fistula as a result of a right lumbar colo¬ 
stomy. The small intestine had been divided 
above the ilio-csecal valve, and the hepatic flexure 
of the colon had also been divided. Thus the 
caecum, ascending colon, and a small portion of 
the ilium were isolated as a blind tube, connecting 
with the exterior by an opening in the right loin. 
This opening closed spontaneously and had 
remained so for two years. There was never any 
evidence of a collection of fluid in the isolated 
portion of the gut. 

Treatment of Fistula by Resection of the Intestine . 

The last method of treatment mentioned is an 
extreme measure which may be called for under 
exceptional conditions. 

On November 20th, 1909, I published a case in 
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the ‘ Lancet ’ in which extensive resection became 
advisable. In this case a fsecal fistula was the | 
result of an ileo-csecai anastomosis made after a 
resection of extensive gangrene of the small gut. 
The anastomosis gave way, and a large, gaping 
opening with prolapsed mucous membrane was ; 
present. In this patient, after an anastomosis had 
been made between the ileum and transverse colon, 
a resection of the hepatic flexure, ascending colon? 
caecum, and attached portion of the ileum, was 
effected. This extreme measure is, fortunate^ 
not often necessary for the cure of post-operative 
faecal fistula. 

I have mentioned that the method of lateral 
anastomosis alone will often fail to stop the dis¬ 
charge from a faecal fistula, although, for a time, it 
may improve matters considerably. In the follow¬ 
ing case, in which it was tried, the relief was but 
temporary. 

A man, aet. 40 years, under my care in 1905, was 
admitted into the London Hospitai with what 
appeared to be an ordinary peri-nephritic abscess. 
The abscess was opened, and the patient sent out 
of hospital with a small discharge from a sinus. 
Some days later the discharge became faecal in 
character. On readmission to the hospital an in¬ 
distinct mass was felt in the region of the splenic 
flexure of the colon. The lower end of the small' 
intestine was anastomosed to the sigmoid, but the 
small intestine was not divided. The faecal dis¬ 
charge diminished, but only temporarily. At a 
later operation, exploration of the growth was made, 
but was found to be irremovable. The transverse 
colon was then divided, and the faecal discharge 
was thus checked. 

The last case I should like to mention is that of 
a fistula occurring in connection with a hernia. 
Such fistulae are generally dependent on strangula¬ 
tion of the gut with ulceration or gangrene of its 
wall. Occasionally suppuration of a hernial sac 
will be due to the presence of the appendix in the 
sac, and a fistula may occur from this cause. In 
the case to be recorded the fistula was in connection 
with the sac of a large right femoral hernia. From 
the patient’s history it is not at all clear how the 
fistula developed. The only explanation we could 
get from her was that the hernia, which she had had 
for twenty-seven years, became inflamed owing to 
overwork, and began to discharge six days before 
her admission to the hospital. 


The patient was a woman, set. 60 years, and she 
was found to have an enormous right femoral 
hernia. It was not tense, not painful, and there 
was a distinct impulse on coughing. On the inner 
side, near the base of the swelling there was an 
opening with 'thickened aqd inflamed margins. 

From this opening profuse, fluid, faecal discharge 
occurred. This discharge was practically constant* 
and it caused much irritation to the surrounding 
skin. The patient gave no history which would 
suggest strangulation, and her general condition 
appeared to be quite good. The contents of the 
hernia were evidently intestinal, and were, of course, 
irreducible. After admission nothing was done, 
but efforts were made to improve the condition of 
the skin. Fomentations were applied, and careful 
nursing improved matters somewhat. But the 
discharge was very profuse, and the patient was in 
a miserable condition. A month after admission 
to the hospital the following operation was 
carried out: 

The abdomen was opened by an incision above 
Poupart’s ligament on the right side. A portion 
of the lower end of the small intestine, the caecum, 
and appendix, lay in the hernial sac. The neck 
of the sac was about three inches in diameter and 
the bowel was not constricted at all. The portion 
of the small intestine leading down to the neck of 
the sac was brought to the surface and clamped 
and an anastomosis was made between it and the 
ascending colon. The portion of the bowel 
between the anastomosis and the neck of the sac 
was then narrowed by means of purse-string sutures 
of silk passed round its wall. In this way it was 
hoped that the flow of intestinal contents through 
the fistula would be checked. The immediate 
result of the operation was good. The discharge 
materially diminished and the condition of the 
skin greatly improved. The patient was discharged 
a month later. She was readmitted on September 
1 st, 1910, as the discharge had recurred. On the 
whole it was not so profuse as before the first 
operation. It varied a good deal from time to 
time, but was always more or less present. The 
skin had improved, but was still inflamed. 

On September 2nd the following operation was 
carried out: 

The fistulous opening was dissected out from the 
surrounding skin and'the sac of the hernia fully 
opened. The fistula was found to connect directly 
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with the caecum. The thickened walls of the 
opening were cut away and the opening into the 
caecum closed by two layers of sutures. The 
femoral ring was enlarged and the contents of j 
the sac were pushed back into the abdomen after 
great difficulty. The sac was dissected away and 
the ring closed with kangaroo tendon sutures. A 
large drainage-tube was left in the subcutaneous j 
tissues. The wound healed without suppuration , 
and the progress of the patient was uninterrupted. , 

In this patient, evidently, the occlusion of the 
small gut was either incomplete, or a reflux into 
the caecum from the new anastomosis occurred. 

I think it is probable that the narrowing of the 
small intestine by means of silk sutures was not j 
efficient. It would have been better if I had 
divided the intestine. It is surprising that infection 
did not occur, either in the skin or in the right iliac 
fossa. The cause of the fistula in this case is | 
very difficult to explain. It did not appear to be 
in connection with the appendix, but looked as if 
the infection from .without had caused the skin and 
hernial sac and gut wall to become adherent, 
and it is possible that a subcutaneous abscess made 
its way through the sac into the intestine. 

A review of these cases tends to show that an 
external intestinal fistula may require extensive 
operative treatment for its satisfactory closure. 
The condition should always be looked upon as a 
serious one, and the lesson to be learnt is to 
exercise patience in the hope that spontaneous 
closure may take place. 

August 14th , 1911. 


Spina Bifida. —B. B. Cates, reporting a case of 
this condition, calls attention to a step in the 
technique of the operation which concerns closure 
of the spinal defect with osteoplastic grafts. In 
not one of his cases was enough bone at hand to 
cover the opening, so he used the deep fascia by 
dissecting enough from without inward to cover 
over the defect when turned toward the middle 
line. This fascia is strong enough and dense 
enough to form a firm bridge. It is not necessary 
to overlap the flaps, simply stitching the edges 
together with fine catgut being all that is necessary. 
He believes he caused necrosis in one of his cases 
by imbricating the flaps, thus cutting off the blood 
supply.— Med\ Record , vol. lxxx, No. 4. 


THE LIMITATIONS TO THE 
SUCCESSFUL EMPLOYMENT OF 
SALICYLATES IN RHEUMATIC 
AFFECTIONS.* 

By A. F. VOELCKER, M.D. 


The treatment of rheumatism has been so inti¬ 
mately associated with the employment of the 
salicylates that it has become almost a secondary 
automatic act to prescribe these salts in any case 
when once the diagnosis of rheumatism has been 
made. Of their value in the treatment of a large 
number of the manifestations of the rheumatic state 
there is, I venture to say, no difference of opinion, 
and I do not propose to deal with such conditions, 
but rather to discuss what affections regarded as 
“rheumatic” there are in which treatment by the 
salicylates is not attended by beneficial results. 

The protean aspects of rheumatism are no less 
striking than those of gout, and in the present state 
of our knowledge of the nature of rheumatism it is 
very difficult indeed to say what is and what is not 
a manifestation of rheumatism. Whether we 
accept the Diplococcus rheumaticus as being the 
essential factor in a rheumatic condition or not, 
there are, by practically universal consent, a 
certain number of manifestations which are un- 
! reservedly accepted as being rheumatic in nature. 

Such conditions are—the febrile articular pains 
| and effusions, tonsillitis, rheumatic nodules, peri*, 
myo-, and endocarditis, various forms of skin 
; affections such as the erythemata and purpura. 

' Others there are to which the doubtful dignity 
of being considered rheumatic has been denied 
by some though conceded by the majority ; such 
manifestations include erythema nodosum, chorea, 
pleurisy, pneumonia, appendicitis, nephritis, certain 
1 forms of headache, and, in the words of one of my 
j old clinical teachers, “ What not ? ” 

I propose in the present paper to express the 
conclusions which I have arrived at purely from 
my own personal experience of the utility of 
salicylates in the treatment of various rheumatic 
affections, and taking up certain rheumatic mani¬ 
festations to lay before you what my experience 
has been with regard to the efficacy of salicylates 
in their treatment. 

; * Delivered before the Medical Society of London. 



298 The Clinical Journal.] 


DR. VOELCKER. 


[Aug. 16,1911. 


Joint pains .—If I were asked, What was the 
chief use of the salicylates in rheumatism ? I should 
reply, “ For the relief of pains,” and it is for this 
that the salicylates are eminently efficacious. From 
time to time, however, .cases of rheumatism are 
met with in which the pains do not yield to sali¬ 
cylate of soda and yet promptly yield to acetyl sali¬ 
cylic acid (aspirin). L do not know how it is 
possible, except by experiment, to ascertain which 
cases will prove unyielding to the salicylates. 
When the pain is not relieved by either the sali¬ 
cylates or by aspirin, we should certainly revise 
our diagnosis, for some of these cases prove to be 
arthritis of a gonorrhoeal or septic nature; others, 
again—and I have seen the mistake made in 
children—are early cases of acute poliomyelits. I 
should like at the outset to state what I should 
consider adequate dosage with salicylates, for here 
I quite expect that it may be objected that I have 
used insufficient doses. My routine treatment for 
the articular pains in a child is to administer 10 
gr. of salicylate of soda with 20 of bicarbonate of 
soda every two hours for three doses and then 
every four hours till the pains are relieved, and I 
set myself £he standard that unless the pains are 
markedly relieved within twenty-four hours that I 
am either not giving sufficient salicylate, or that the 
diet is too liberal, or there is some idiosyncrasy about 
the patient rendering him unresponsive to sali¬ 
cylates. The cases in which there is a failure to 
respond to the salicylates are more commonly met 
with in adults than in children. 

\ 

In connection with the question of the treatment 
of pain, it is very interesting to note that the 
internal administration of salicylates does fre¬ 
quently fail to give relief to the pain experienced 
about the fibrous tissues, notably under the heels 
in patients who have had a previous attack of 
acute articular rheumatism. In such cases, how¬ 
ever, the local administration of salicylate of 
methyl in the form of the oil of wintergreen used 
in the strength of one drachm to an ounce of 
lanolin or as mesotan or similar preparations will 
generally give relief, and in this connection it is my 
experience that while the salicylates administered 
internally are useless in the treatment of the pain 
accompanying acute rheumatic pleurisy or peri¬ 
carditis, the local application of the preparations I 
have mentioned has been followed with prompt 
relief. For the relief of the painful conditions 


about the fibrous structures the addition of from 3 
to 5 gr. of iodide of potassium to the salicylate of 
soda will often prove beneficial. 

Joint effusions .—These are undoubtedly markedly 
benefited by the use of the salicylates, but their 
response to treatment is less rapid than the disap¬ 
pearance of pain. From time to time we come 
across cases of joint effusion in which the effusion, 
while clearing up in most of the affected joints, 
remains present in one. It will be found that in 
the absence of gonorrhoea this joint has probably 
been subjected to some mechanical irritation, such 
as may be produced by the patient u exercising the 
joint to disperse the swelling,” and these effusions 
may actually call for aspiration of the fluid. I had 
under my care at Great Ormond Street a boy, aet. 
11 years, 'who was admitted with chorea and 
effusion in the right knee. He was put to bed 
and treated with salicylates; the effusion in the 
right knee, however, persisted. The joint was 
blistered’ without benefit; an ice-bag was then 
applied, but as the effusion did not subside the 
joint was aspirated, and in the fluid removed the 
Diplococcus rheumaticus was recognised. The salicy¬ 
lates were then omitted, improvement took place, 
and ten days later the salicylates were resumed. 
Under this treatment, however, the chorea increased 
in severity. The joint effusions of rheumatism are 
eminently responsive to salicylates in proportion 
to the absence of mechanical irritation by move¬ 
ment. 

Pyrexia.— The influence of salicylates on the 
pyrexia of rheumatism is marked, and in an 
ordinary case of rheumatic polyarthritis we con¬ 
fidently. expect the temperature to have reached 
the normal level after the third day. That this is 
due to the influence of the salicylates is shown by 
a comparison of cases in which the drug has been 
used in sufficient and in insufficient doses. In an 
acute attack of rheumatism we can control the tem¬ 
perature with salicylates, but in the rheumatic 
state we meet with cases very frequently in which, 
without any definite evidence of joint pain or 
effusion, without any recognisable progressive lesion 
in the heart or elsewhere, and even without the 
anaemia, which is so often a conspicuous feature of 
chronic rheumatic toxaemia, the temperature runs 
a regular up-and-down course, having a daily range 
through about two degrees. On the chart these 
ranges show a saw-like outline. In my experience 
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the reduction of these temperatures by means of 
salicylates has proved very unsatisfactory. The 
temperature very often remains unaltered, whether 
we administer or withhold the salicylates, and, as 
in the case of .the joint pains, it will sometimes be 
found that a temperature refractory to the salicy¬ 
lates will yield to the administration of salol or of 
aspirin. 

In the treatment of rheumatic hyperpyrexia the 
employment of the salicylates is waste of valuable 
time. j 

Skin manifestations of the rheumatic state .—For 
the purpose of examining the evidence we have of 
the influence of the salicylates over the cutaneous 
manifestations of rheumatism, it will be best to I 
divide these manifestations into three groups : (1) 
The commoner erythemata (E. simplex, E. papu- 
latum, E. marginatum, E. multiforme); (2) purpura; 
(3) erythema nodosum. With regard to the first j 
group I have not seen a single case in which I | 
could satisfy myself that the eruption was in any 
way controlled by the administration of salicylates, I 
while in the majority of the cases in which the j 
eruptions occurred the patient was taking salicylates j 
at the time of the appearance of the eruption. 
With regard to purpura the same remarks would 
apply. 

In a paper I had the honour of reading before this | 
society on “ Purpura in Childhood ” and published 
in the twenty-seventh volume of our ‘ Transactions,’ 

I ventured to express a doubt as to the existence 
of a special variety of purpura associated with 
rheumatism; and certainly if we were to ’accept 
response to salicylate treatment as the justification 
for our considering a lesion as rheumatic (a view to 
which I am myself quite opposed) the absolute 
failure of salicylates to prevent or control the 
appearance of purpura would be strongly in favour 
of the view I then expressed. Purpura may be 
rheumatic, but if so it is one of the many rheumatic 
manifestations which are uncontrolled by salicylates. 
When we come to the consideration of erythema 
nodosum we are again on rather debatable ground, 
for while some hold the condition to be a rheumatic 
one others as strenuously deny this. My own view 
is, in spite of the rarity with which evidences of 
organic cardiac lesions are met with in association 
with it, to regard it as a rheumatic manifestation. 
Now with regard to the influence of the salicylates 
on erythema nodosum I have never seen a case in 


which it has appeared to me to exercise the least 
beneficial effect either in the relief of pain or in 
the prevention of the occurrence of fresh crops of 
the eruption nor have I been able to see that the 
course of the disease has been in any way shortened. 
In erythema nodosum, however, I have observed as 
the result of local treatment with the oil of winter- 
green very marked relief of the pain and a 
shortened duration of the attack ; this latter factor 
is, however, an uncertain one to dogmatise about 
on account of the varying duration of attacks of 
the disease under whatever treatment is adopted. 
It is certainly very remarkable how striking is the 
relief which these local applications of methyl 
salicylates afford compared to the uselessness of 
the salicylate of soda when administered internally. 

Nodules .—On the rheumatic nature of the sub 
cutaneous nodules described by Barlow and Warner 
I think there will be no difference of opinion. 
They are rheumatic, and only rheumatic. My 
experience with the influence of salicylates on their 
presence and size has been that they are quite 
uninfluenced by the administration of this drug. 
Again and again have I seen these nodules appear 
in patients who are taking quite large doses of 
j salicylates for other rheumatic affections. I have 
seen them disappear in patients who were taking 
salicylates, and I have seen them disappear equally 
rapidly and also equally slowly in patients who 
were not taking any salicylates. I have pushed 
' salicylates to the limits of toleration by the patient, 
} but I am still of the opinion that the salicylates 
do not exert any influence whatever on the nodules. 
I do not know of any way in which we can 
control the formation of nodules. I have tried 
the effect of the local production of passive 
hyperaemia by v. Bier’s method, and found that it 
had no appreciable influence on tjie nodules. The 
local application of salicylate of methyl as the 
oleum gaultheriae, using one drachm of the oil to 
the ounce of lanolin, has not been followed with 
any appreciable improvement, though in one case 
where mesot^n was rubbed in a little too vigorously 
there resulted a marked inflammatory condition 
of the skin with inflammatory oedema necessitating 
the local application of sedative lotions. When 
the inflammation had subsided I found that the 
nodules had on the affected arm undergone a very 
appreciable diminution in size, while on the 
opposite arm they were not altered. I would lay 
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especial stress on the want of response of the j 
rheumatic nodules to the internal administration : 
of salicylates, and to the possible objection that 
the salicylates do not act on nodules when once 
they are already formed; we must oppose the j 
repeated observation that nodules frequently de- ' 
velop in cases which are actually taking salicylates. 
When we remember that in the rheumatic nodule , 
we have a type of the pathological processes j 
which, as Cheadle pointed out in his lectures on j 
“ The Rheumatic State in Childhood,” go on in 
the valves of the heart under the influence of the \ 
rheumatic poison, we may ask ourselves how far 
are such changes in the valves themselves influenced 
by the administration of salicylates ? The impor¬ 
tance of these observations on the behaviour of 
nodules will be appreciated when we remember 
that it is very exceptional to meet with true 
rheumatic nodules without also finding evidences 
of peri- or endocarditis. Up to the present I have 
only met with two cases in which I could recognise 
neither peri- nor endocarditis. One of these was 
shown at one of the societies by the late Dr. 
Hadden, but on inquiring after the child some six 
months later I learned that the boy was in St. 
Thomas's Hospital with both peri- and endocar¬ 
ditis. The other was a girl under my care with t 
undoubted nodules, but without any heart affection i 
whatever. 

Pericarditis and endocarditis .—The important 
question arises : “ Do the salicylates control the 
occurrence of these manifestations of rheumatism. 
Everyone of us has seen either endo- or peri¬ 
carditis or both conditions develop in the course ! 
of rheumatism while patients have been under the 
influence of salicylates, and I think we may also j 
say that we have all also congratulated ourselves 
that by our putting our patients on salicylates they 
have escaped the incidence of these complications. | 
Whether we are justified in our self-congratulation 
is another question. 

My own experience has been that it is rare to 
find a fresh endocarditis developing in patients 
who had been free from it during their stay in 
hospital. In children this is certainly the case, 
for I am not prepared to admit that all the 
murmurs heard in the course of an attack of acute 
rheumatism are evidences of endocarditis. We 
now know how frequently a systolic murmur at 
and about the apex of the heart accompanies a 


simple dilatation of the heart, and is intensified 
by the anaemia, which is so marked a feature of 
the rheumatic toxaemia, and I think that there is 
little doubt that many cases described as cases of 
endocarditis are really cases in which the valves 
have never been inflamed at all. When, however, 
we come to cases of pericarditis, we are dealing with 
a condition which in the majority of cases is very 
much more patent to the ordinary methods of clinical 
investigation, and here, again, I have been unable to 
convince myself that the administration of salicylates 
has exercised any beneficial effects on the course or 
severity of pericarditis. How often, too, we see 
pericarditis developing in patients who are well 
under the influence of salicylates. I am not at 
all sure that we may not go further and ask whether 
we may not actually do harm by the administration 
of these drugs in these conditions. Vomiting will, 

I think by most people, be regarded as a very 
nasty symptom both in peri- and endocarditis, and 
I think that there is always a risk lest we upset the 
stomach and thereby prevent that assimilatation of 
food which we know to be of aln^pst supreme 
importance in the successful treatment of any heart 
condition in which the heart muscle is involved. 

I do not know if many of you have taken a dose of 
say, 20 gr. of salicylate of soda. I find that it 
produces in me a burning feeling in the epigastrium 
(I expect this would be described by a salicylate 
enthusiast as “an agreeable sensation of warmth 7 *). 
To upset the stomach, as I am afraid we too often 
do by the administration of even such valuable 
drugs as digitalis or alcohol as well as by the 
salicylates, is to strike at the root of recovery, and 
however intent we may be on neutralising the 
rheumatic poison we must take care lest, in our 
endeavours to neutralise a poison which w*e are by 
no means sure is capable of being neutralised by 
the drug we administer, we retard or prevent the 
recovery of the damaged heart. 

While I have failed to recognise a beneficial 
effect on pericarditis from the use of the salicylates, I 
am equally convinced that the local application of 
the oil of wintergreen has a very decidedly good 
effect in relieving the pain of pericarditis—a result 
I have not seen follow the use of salicylates. 

With regard to the influence of the salicylates on 
rheumatic carditis I am not prepared to say that 
the salicylates are not useful, but it is very difficult 
to distinguish the good effects of rest and local 



The Clinical Journal. ] 


DR. VOELCKER. 


[Aug. 16, 1911. 301 


applications—be they ice-bags or hot fomentations 
—from the effects produced by the salicylates. 

Chorea .—Although all here might not agree ! 
with me that chorea was a manifestation of rheuma- 1 
tism, I must say that in children I have no doubt 
that it is definitely a rheumatic manifestation. It | 
has been argued that as chorea is a rheumatic 
manifestation it should therefore respond to treat¬ 
ment by the salicylates. For the last twenty-two 
years the study and treatment of chorea have | 
attracted my attention, and I have tried a consider¬ 
able number of drugs in the treatment of the 
disease, but among them all I do not think that I 
have found any less satisfactory than the salicylates. 
As has been said in the case of nodules, skin 
manifestations of rheumatism, endo- and pericarditis, 
so in the case of chorea the condition has not 
infrequently been observed by me to develop in 
cases actually under treatment with salicylates and 
to be absolutely uncontrolled by the drug. I quite 
expect that I shall be told that I did not give 
sufficiently large doses of the drug, but in order to 
prevent my timidity from depriving my patients of 
the advantage of the salicylate treatment I have 
given my house-physicians carte blanche to push ! 
the drug short of producing a state of acidosis. I 1 
cannot call to mind a single house-physician of 
mine who has been able to give a favourable 
verdict on the employment of the salicylates in 
chorea. We are all of us aware of the marked 
improvement which is shown by some cases of 
chorea when they come under the ordered discipline 
of a well-managed ward^with rest, good feeding, and 
absence of the distractions too often met with in 
the homes of both rich and poor, so that we must 
not conclude that because improvement takes 
place when a child is taking salicylates that it is of 
necessity due to them. If, however, a child who 
is improving on this drug relapses when the 
drug is left off, in such a case I think we could 
claim credit for the drug. Unfortunately I have 
never been able to demonstrate this occurrence. 
Chorea is a disease for the treatment of which 
different enthusiasts have vaunted special drugs. 

I suppose each of us has his particular fancy 
drug, and the very diversity of these drugs in 
name, nature and origin points suggestively to the 
absence of any true specific for the disease. It 
seems to me that the salicylates have been roped 
into the list of remedies for chorea on theoretical 


grounds, and that it is only by reason of a pre¬ 
conceived notion that they ought to be efficacious 
that their employment is still persisted in 

The object of my paper is not to belittle the 
good effects which the salicylates exercise on many 
rheumatic affections, but to point out that we are 
not justified in regarding the salicylates as the 
specific for any and every rheumatic affection, and 
that by recognising what limitations there are to 
the successful employment of this drug we may be 
led to search for medicaments and measures which 
shall prove as brilliantly successful in the treatment 
of conditions untouched by the salicylates as the 
salicylates have proved themselves to be in some, 
and only some, of the affections termed “ rheu¬ 
matic.” 

Dr. de Havilland Hall said the Society was 
much indebted to Dr. Voelcker for his exceedingly 
interesting and valuable paper on one of the most 
important subjects in medicine. He said that 
because, if it were possible by any means to cut 
short acute rheumatism before the heart had been 
damaged, it would be a greater boon to suffering 
humanity than could be adequately realised. The 
whole matter of heart disease occurring under forty 
years of age was closely connected, directly or 
indirectly, with acute rheumatism ; but, although 
salicylates had, as Dr. Voelcker showed, done very 
much good—and only those who practised before 
the introduction of salicylates could realise how 
great that good was—still, though they had cut short 
I the disease and diminished the pain, he doubted 
whether the amount of heart disease had been 
appreciably diminished. That would accord with 
what Dr. Voelcker had put forward, a doubt 
whether it was possible to attribute to the salicy¬ 
lates changes which went on in the valves of the 
heart. The subcutaneous nodules, which were 
pathologically of the same structure as the tissues 
of the valves, continued in spite of the usual doses 
of salicylate. He, like Dr. Voelcker, did not give 
the extravagant doses recommended by some* 
authorities. He agreed that one could not expect 
salicylates to do much good in cases of endo¬ 
carditis, and the author had spoken of the dis¬ 
tressing and worrying cases of chronic rheumatic 
toxaemia. Recently he had had in the hospital 
two cases, one of which had gone on for three 
months, and the other more than two months with 
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what the author described as a saw-like tempera¬ 
ture. He had doubled the quantity of salicylate, 
and then omitted it, putting the patients on acetyl- 
salicylic acid. He had kept them on a rigorous 
milk diet, or milk and farinaceous food ; yet in 
s^jte of every variety of treatment, cases often 
persisted until one was at one’s wits’ end to know 
what to do. There were cases of chronic rheu¬ 
matic toxaemia which seemed to resist the influence 
of salicylates. He agreed that the drug was not 
useful in the purpuric group of skin affections, as 
he would have expected to be the case a priori, 
because he believed that since the introduction of 
salicylates there had been an increase of haemor¬ 
rhagic symptoms, such as epistaxis, in acute 
rheumatism. An extreme instance was Henoch’s 
purpura. In ordinary rheumatic purpura he did 
not give salicylates. But he did not agree with 
Dr. Voelcker in regard to erythema nodosum. He 
was convinced that in his cases erythema nodosum 
had been influenced beneficially by the drug, both 
with regard to the relief of pain and the swelling. 
It would be agreed that not much was to be 
expected from salicylates in chorea. As had been 
said, the very diversity of remedies which had been 
tried was itself an indication of the usefulness of 
any one of them. But if there were a temperature 
in a case of chorea, even though joint pain was 
not present, salicylates were useful. 

Dr. Walter Carr said he almost regretted that 
he was in a position only to endorse nearly every¬ 
thing which Dr. Voelcker had said ; he had but 
little to criticise or to add. There was no greater 
disappointment than to compare the good effects 
of salicylates upon the synovitis and the fever of 
acute rheumatism with the disappointing results 
obtained in the case of cardiac lesions, and it was 
about the latter he wished specially to speak, as 
they constituted, not a complication of the disease, 
but, in children, at any rate, its absolute essence. 
Yet a little consideration would show that one 
could hardly expect to get very satisfactory results 
upon the cardiac lesions of rheumatism from 
salicylates or from any other drug. The heart 
could not be kept at rest in the same way as could 
a joint, and its incessant movement favoured the 
continuance of the inflammation when once it had 
started ; for it was known that excessive strain or 
movement predisposed to rheumatic affection in 
a joint, and the same was doubtless true of the 


heart. Also, when once inflammation had com¬ 
menced in a valve, fibrin would almost necessarily 
be deposited on that valve from the circulating 
blood, and this seriously aggravated the lesion. 
He could fully endorse what had been said as to 
the absence of any effect from salicylates upon 
rheumatic nodules. Now not only was the patho¬ 
logical process in the endocardium similar in 
nature to that which caused subcutaneous nodules, 
but it had lately been shown that similar nodules 
formed in the myocardium itself, and were largely 
responsible for the damage done to that muscle, 
and for the weakening and dilatation which 
followed. He would, therefore,, believe in the 
good effect of salicylates on rheumatic heart 
affections when he had seen evidences of their 
beneficial action on subcutaneous nodules. He 
doubted even whether salicylates would help 
in preventing the onset of rheumatic heart affec¬ 
tions. No doubt when once the rheumatic 
trouble, as far as the joints were concerned, w*as 
under control by salicylates, it was reasonable to 
hope that the heart might escape; but unfor¬ 
tunately it was usually affected early, generally 
before the case came under observation. If the 
heart were not affected by the time the patient 
came under treatment, probably it would escape 
involvement, whether salicylates were given or not. 
Repeatedly in children who had had a normal 
temperature for two or three weeks after a rheu¬ 
matic attack, but who were still being kept in bed 
on a low diet, and taking small doses of salicylate 
in order to diminish the risk of relapse, he had 
seen fresh evidences of cardiac mischief develop, 
sometimes serious or even fatal. In face of such 
facts as these, was it reasonable to hope that one 
could prevent the first onset of cardiac mischief 
in the rheumatism of children ? He regretted Dr. 
Lees was not present to uphold his views as to 
giving very large doses of salicylate of soda. He, 
Dr. Carr, was afraid of giving such heroic doses for 
several reasons. There was the danger of acidosis, 
which, however, could doubtless be prevented by 
giving at the same time a full dose of alkali. Even 
small doses of salicylate given to a child for two 
or three months without alkalies might cause 
acidosis. He had seen a girl who had been 
taking salicylate of soda 15 grains, and later only 
10 grains three times a day, develop serious 
symptoms of acidosis, and it required very prompt 
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and vigorous treatment to save her life. There 
was the further risk of severe vomiting being 
started by the drug. People differed very much j 
in their reaction to it. He had taken 20-grain | 
doses, and it did not produce the warming sensa- j 
tion in him which it did in Dr. Voelcker; but 
certainly in some patients it caused serious irrita¬ 
tion of the stomach. There was also the danger j 
of seriously depressing the heart. Many argued 
that salicylate of soda was not a cardiac depressant, 
but that it was the rheumatism that depressed 
the heart That, he considered, was true, but 
within only certain limits. Some time ago he had 
under his care a boy ten years old with a first i 
attack of acute rheumatism and a mitral murmur. | 
His house-physician, who was inspired by en¬ 
thusiasm for large doses of salicylate of soda, 
put the child on 15 grains every two hours 
during the day and every four hours during the 
night. Next day he, Dr. Carr, looked at the 
prescription with mingled admiration and appre¬ 
hension. and remarked that they would “ wait and , 
see.” At the end of four days the boy's pulse had 
fallen from 130 to 64, and was exceedingly weak 
and irregular, and there had been repeated 
vomiting. The salicylate was abruptly stopped, j 
and the child got well, though the heart lesion 
remained. He had not found salicylates of use in 1 
chorea, except in febrile cases, when they lowered 
the temperature to normal. 

Dr. Para more said he regarded salicylate of 
soda as one of the most valuable remedies available. 
One could not help admiring the paper with which 
the debate was opened, and he agreed with every¬ 
thing Dr. Voelcker said. His appreciation of the 
drug was increased by his reflection on the prolonged 
and severe course of rheumatic fever in the pre¬ 
salicylate days. He was quite sure rheumatic fever 
was not now so common as formerly. He believed 
that was largely due to the fact that many persons 
took the drug for a cold, which prevented it develop¬ 
ing into rheumatic fever. Large doses of salicylate 
did not enable the best result to be obtained. For 
chorea he had given salicylate of soda in combina¬ 
tion with ammonio-citrate of iron, and that seemed 
to do good. It was a pity that so many cases of 
so-called influenza were treated by antipyrin, etc., 
instead of salicylates, because he believed most of 
those cases were rheumatic in nature. In the Post 
Office, with which he was connected, he treated 


cases of catarrh with small doses of salicylate of 
soda and citrate of iron and quinine, which had a 
wonderful effect in cutting the cold short. Although 
the salicylates have their limitations, yet no remedy, 
especially in the form of salol, is found so generally 
useful in all those conditions which are supposed 
to arise from prolonged exposure to cold and what 
is called chill. Also in typhoid, septic diarrhoea, 
and pneumonia their use is beneficial. 

Dr. William Ewart welcomed the paper as a 
contribution to the treatment of rheumatism and 
its results—our second national scourge. Physicians 
could only regret that so little had hitherto been 
achieved in suppressing the disease. Constant 
effort should be made in that direction, and they 
should not be satisfied with minor successes, but 
should aim at the prevention of cardiac trouble. 
We owed much to sodium salfcylate, but something 
more was wanted. With such a complex drug we 
must be prepared for some variation in people’s 
tolerance of it, and in their degree of response. 
The main fact, however, remained, that salicylate 
relieved pain and tension, the latter partly because 
it promoted a free action of the skin, and fulfilled 
one of the three precepts in the old triad—bleeding, 
sweating, and purging. Was there anything before 
the profession to prevent heart disease ? Our 
gratitude was due to Dr. Richard Caton, of Liver¬ 
pool, for the impulse he had given in that direction. 
Many physicians had kept patients in bed for a 
considerable time, but they got tired of that and so 
did the hospitals. Some more rapid method should 
be possible ; a four months’ rest treatment did not 
seem to fit the acute indications of the disease It 
was now held that the cause was infective, and that 
the aetiology of the chronic condition was analogous 
to, if not identical with, that of the acute one. If that 
were so, there was firm ground on which to work. 
That assumption had been acted upon in regard to 
salicylates. It had not, perhaps, been sufficiently 
acted upon in respect to other drugs, and in 
particular to iodide of potassium. Some years ago 
he had entered a plea for the more systematic, 
active, preventive treatment of the cardiac compli¬ 
cations of acute rheumatism, and he had not 
ceased to dwell upon it in his teaching and 
practice. The good old treatment by calomel and 
opium was correctly based upon a belief that 
rheumatic fever did mischief by inspissation and 
hyperfibrinosis. Salicylates should be given always, 
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unless there was some strong idiosyncrasy, but they 
had no controlling and no absorbing power over 
fibrin. These powers were known to be possessed 
in a high degree by iodide of potassium. Every 
case of threatened or of actual rheumatic fever 
should have frequently repeated doses of it through¬ 
out the acute stage and after. In the acute disease 
the danger was from the deposit of fibrin upon the 
valves, and there was obvious obstruction in their 
lymphatics with the formation of nodules, analogous 
to the arrest in the lymphatic circulation about the 
joints. Iodide of potassium, whilst diminishing the 
viscosity of the blood, was also the best reabsorber 
of deposited fibrin in various conditions, such as 
syphilis. Most were inclined to give alkalies as 
well. Other questions, including that of mercury, ; 
deserved attention. The question of diet in j 
rheumatic fever was outside the scope of the ! 
present discussion. He did not agree that there | 
was no treatment of chorea. There might be no 

1 

single drug treatment of it, but there was an 
efficient treatment based upon the use of several j 
drugs, partly sedative, partly tonic, and partly anti- j 
rheumatic, and therefore always including iodide of | 
potassium. 

Dr. Porter Parkinson remarked that his 
recollection did not extend to the days before the 
introduction of salicylates, but he remembered one 
of his teachers saying that since the introduction 
of that drug permanent heart disease had actually 
increased. That gentleman attributed it to the 
fact that patients were not treated in bed sufficiently 
long : that the salicylate relieved the evidences of 
the condition, and consequently further rest treat- , 
ment was declined. But that was no argument 
against the use of salicylate in preventing endo¬ 
carditis. He would be glad if Dr. Voelcker would 
say whether he thought the reason why salicylate 
was of little use in cases of chronic rheumatic 
cachexia was that they were due to some secondary 
infection, and whether they were rheumatic or not. 
He had had several such cases under care, and 
had tried to satisfy himself that such was the case, 
but he had not been able to get bacteriological j 
proof that they were other than rheumatic. 

Dr. Voelcker, in reply, said he could not j 
repress a feeling of satisfaction that what he j 
regarded as a number of fairly heterodox views 1 
should have met with so much support. In j 
answer to Dr. de Havilland Hall, the matter was | 


| 

simply a question of experience. Erythema nodo¬ 
sum was so variable in its duration that it was 
difficult to say what did good and what did not. 
Sometimes the condition was quite painless, some¬ 
times very painful. Dr. Carr referred to the exist¬ 
ence of nodules in the myocardium. On three 
occasions he, Dr. Voelcker, had found nodules in 
the pericardium, showing that such a lesion was 
not merely a subcutaneous condition, but might be 
met with in any part of the body. Dr. Ewart 
urged Fellows not to let go of salicylates ; he, 
Dr. Voelcker, would have failed in his object 
if he had not impressed on Fellows the fact 
that salicylates should not be omitted in the treat¬ 
ment of rheumatism. What he had wished to 
point out was that there were limitations to the 
successful employment of salicylates, and he had 
mentioned the conditions in which he thought the 
drug was of no use. He agreed with Dr. Ewart 
that when chronic endocarditis was actually present 
iodide of potassium was useful. But he could not 
agree that iodide prevented the occurrence of 
endocarditis. He noted that Dr. Ewart was true 
to the traditions of the founder of the Medical 
Society, in that he would continue to blister, blerd, 
and sweat ’em for rheumatism. With regard to 
cases of chronic rheumatism being due to secondary 
infection, although, like Dr. Parkinson, he had 
hunted for the cause of the pyrexia which did not 
yield to salicylates, yet he had not been able to 
find it. He thanked the Fellows for the kind way 
in which they had received his remarks. 

August 14 th t 1911. 


Hypophysis Tumours.— In two of the four 
cases which Kiimmel has encountered there was 
no change in the pulse-rate and no choked disc, 
but other signs of pressure on the brain were 
confirmed in one case by discovery at necropsy of 
a hypophysis tumour as large as a plum. A year 
or two after the first symptoms of trouble bitem¬ 
poral hemianopsia was evident, a sign that the 
lesion affected not only the chiasm but undecus¬ 
sated parts of the optic nerve. Bitemporal hemi¬ 
anopsia, especially for colours, seems to be one of 
the most reliable signs of a hypophysis tumour, as 
it was pronounced in three of the four cases 
reported.— -Jo irn. vol. lvii, No. 4. 
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A LECTURE 

ON 

THE DIAGNOSIS OF THE CAUSES OF 
CHRONIC MUSCULAR INSUFFICIENCY 
OF THE STOMACH. 

Delivered at University College Hospital, 

By CHARLES BOLTON, M.D., D.Sc., F.R.C.P., 

Assistant Physician to the Hospital. 

Gentlemen, —I shall confine my remarks particu¬ 
larly to the diagnosis of the various causes of 
chronic muscular insufficiency of the stomach, 
and shall not deal with acute muscular insuf¬ 
ficiency, which occurs as a distinct disease. The 
normal stomach, as you probably know, is con- 
stahtly in a condition of tonic contraction! When 
it $s empty it contracts up more or less to the 
siz^ of the normal large intestine. When food 
is put into it, it distends in proportion only to the 
anlount of food which is introduced, and it still 
remains in a state of contraction. It contracts on 
th& food, and, so to speak, holds it up and 
prevents it from dropping down as it would in 
a sac. So it is always exerting a certain pressure 
on its contents. In addition to this condition 
of tone you must secondly recognise the peristaltic 
power of the stomach—the power by which it 
expels its contents. This is exerted by the pyloric 
portion of the stomach only. The contractions 
begin about the centre of the stomach and pass 
over towards the pyloric portion. Muscular 
insufficiency means that the relation between the 
| power of the stomach and the work it has to do 
is upset. You may have two distinct conditions : 
first the power of the stomach may be reduced, 
so that it may not be able to do its normal amount 
of work; secondly, the work it has to do may 
be too great, even though the power of the organ 
is increased, as it sometimes is. Muscular in¬ 
sufficiency is not a disease sui generis; it is an 
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altered function which accompanies many of the j 
diseases of the stomach, and also a great many i 
other alterations in function. And in the early 
stages of such diseases or alterations in functions, | 
the symptoms of muscular insufficiency are not 
easily to be distinguished, because they merely form 
a part of various symptom-complexes. In the later 
stages the symptoms of muscular insufficiency may 
predominate. It is very important to recognise 
muscular insufficiency in its earliest stages, be- j 
cause if it has been going on for any length of i 
time it is not very amenable to treatment. If you ' 
are to have success in treatment you must recog- j 
nise it in its earliest stages, and you cannot do i 
that merely by means of the symptoms which may 
be present. So that it is essential that some more 
precise methods should be adopted in order to 
diagnose this condition. 

I will first indicate the conditions which we 
have to deal with. We have two great classes. 
The first class includes those in which there is 
reduction of muscular power. The second class 
of cases includes those in which there is an 
increased amount of work presented to the 
stomach. Practically speaking, this second class 
is synonymous with pyloric stenosis. Taking, 
then, the first class, one has to recognise simple 
atony. In this Condition the tone of the stomach 
is reduced, and the power of recovery after dis¬ 
tension is diminished. In other words, the 
elasticity is diminished, but the stomach is still 
able to expel its contents in the normal time. 
Secondly, there is atony with delayed emptying. 
Peristaltic movements are interfered with, so that 
the stomach is unable to expel its contents in the 
normal time. In other words, expulsion of food 
is still complete, but it takes longer to accom¬ 
plish. This is known as relative insufficiency . 
Thirdly, one has atony with retention. In this 
condition the stomach is never empty, as there 
is some food constantly present in the organ. 
This condition is known as absolute insufficiency . 
In the second class, i. e . pyloric stenosis, one 
must recognise that the stomach is different from 
the heart. The heart, as you know, contracts as 
a whole, all the muscles of the heart contract 
together, and they all hypertrophy together. But 
in the case of the stomach it is different, because 
the expelling portion of the stomach is only the 
pyloric, the movement is peristaltic, hypertrophy 


is not so constant or so marked, and compensa¬ 
tion is not so readily effected; as in the case of 
the heart, and it fails much easier and earlier— 
indeed, the fundus may dilate from the beginning. 
In the earliest stages, by exerting a greater force 
in the pyloric region, the stomach may be able 
to empty itself. So that here there is hypertrophy 
with no delay, and the stomach is emptied in the 
normal time. In the second stage there is a 
delay in emptying, and in the third there is reten¬ 
tion. We have to diagnose these different con¬ 
ditions by recognising the manifestations of the 
pathological effects which are produced. 

First, we will take up the diagnosis of atony . It 
is possible to recognise that the stomach is atonic. 
The oldest method of estimating this is known as 
the Penzholt Dehio method. For this, the patient 
drinks into his empty stomach two or three glasses 
of water successively. After each glass of water 
has been drunk the lower level of the stomach is 
percussed out. If that lower level reaches below 
the umbilicus you can be fairly certain there is 
muscular atony. It was introduced really as a 
test for dilatation of the stomach, but it is not a test 
of that, because in simple atony the water drops to 
the bottom of the stomach and distends the great 
curvature. When it descends lower and lower 
with each degree of distension below the umbilicus 
it shows that atony is present. Secondly, if you 
introduce into the empty stomach two or three 
hundred cubic centimetres of water you will 
probably have a well-marked succussion splash, but in 
the normal condition you will not.- Another test, 
which Reigel lays stress on, is the rapidity with 
which the stomach fills with water. You know the 
rate at which the normal stomach fills when you 
are washing it out. If there is atony, the stomach 
fills much more readily and the water escapes 
with more difficulty—that is to say, it flows out 
slower. So that if the normal tone of the stomach 
is present it fills more slowly and empties more 
easily. Another method, which one most com¬ 
monly employs in the out-patient department, and 
which I think is one of the best, is to distend the 
stomach with carbon dioxide. The amount which 
I give is 50 gr. of tartaric acid and 60 gr. of 
sodium bicarbonate. In the normal condition 
the stomach will distend and be fairly tense with 
gas. But in the case of muscular atony the 
tension is not so great. If the stomach is dilated 
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it may not fill at all. And you can easily recognise, 
when you are accustomed to it, this state of 
tension in the normal stomach. When there is 
atony, this tension is not so great and it may 


Fig. 1 (a). —Normal adult. 



Fig. 1 (b). —Normal adult. 



Two hours after meal. 

not fill up tightly at all. Another very important 
method is that of employing the X rays, a method 
which Dr. Hertz has drawn attention to recently. 
In the employment of the X rays one gives a pint 
of bread and milk and one and a half to two 


ounces of oxychloride of bismuth, or even larger 
doses, and the stomach is X rayed with the 
patient in the upright position. I will show you 
slides which indicate what happens in the case of 


Fig. 1 (c).—Normal adult. 



Fig. 1 (d). —Normal adult. 



muscular atony. Here is a normal stomach, and 
you see the shadow is vertical and quite narrow 
(Fig. 1). That shows there is normal tone present 
in the stomach: the food is held up. The 
stomach is seen to be empty within four hours, 
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which is the normal time in the case of a pint 
of bread and milk, and the food is collecting in 
the caecum. Here is a case which shows some | 
gastric atony, and the food has dropped down ! 


Fig. 2 (a). —Gastric atony. 



Fig. 2 (b).—G astric atony. 




Two hours after meal. 


to the bottom of the stomach (Fig. 2). Peristalsis 
is normal, because the stomach empties in about 
the normal time. It is important that you should 
take the X ray picture immediately after a meal, 
or at all events within half an hour of it, because 


if you do not you will find in the normal condition* 
after an hour or so, the shadow does not extend up 
so high as at first. As the stomach empties 
the shadow appears to sink lower, and the stomach 


F ig. 2 (c).—Gastric atony. 



Fig. 2 (d).—G astric atony. 



seems to be in a condition of atony, but it is not 
so really. I therefore think this is a very valuable 
method of detecting muscular atony. The next 
effect of muscular insufficiency is retention of food. 
There are several very good methods of finding 
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out whether a patient has retention of food or not. 
The first one is that of Leube, and depends on 
finding food in the stomach when it should be 
empty. After a full meal of meat, bread and ! 


Fig. 3 (a). — Pyloric stenosis. 



Fig. 3 (b).— Pyloric stenosis. 



water, the stomach should be empty after seven 
hours, and if it is not empty in that time there 
is retention. So you give the test meal and pass 
the tube after the lapse of seven hours. If you 
find food after seven hours, you must determine j 


whether the insufficiency is relative or whether it 
is absolute. You do this by washing out the 
stomach in the evening and giving a test supper : 
cold meat, tea, and bread, at 8 p.m. Pass a tube 
the next morning, and if food is left in the stomach 
after twelve hours it means a condition of absolute 
insufficiency. On the other hand, if it is empty 
in the morning after twelve hours it is merely 
relative insufficiency—that is to say, the stomach is 
able to deal with that meal in twelve hours, but 
is unable to do so in seven hours. If you find 
there is no food in the stomach in the morning, a 
good thing to do is to give a test supper without 
previously washing out the stomach. That is what 


F ig. 3 (c).—Pyloric stenosis. 



Riegel does. There are certain cases in which 
the stomach would be empty in the morning if 
you wash it out previously, whereas if you did not 
wash out, the stomach would not be able to deal 
with the food already in the Stomach together with 
the test meal, and there would still be retention. 
Therefore this is a method of estimating the degree 
of insufficiency. 

The next method of estimating retention is by 
means of the X rays, and I think that is a very 
valuable method indeed, and I am constantly 
employing it here in the out-patient department. 
After giving a bismuth test-meal with bread and 
milk and oxychloride of bismuth you X ray the 
stomach every hour, and will find that in the normal 
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condition by the fourth hour the shadow has gone because it shows the presence of sulphuretted 
from the stomach. In a case of pyloric stenosis hydrogen in the stomach although there is hyper- 
there is very great delay. I will show you some very acidity (Fig. 3). Notice that there is retention 
good examples which came up to my out-patient of food and atony; the food has dropped down 


Fig. 4 (a). —Pyloric stenosis. 



At once after meal. 


Fig. 4 (b). —Pyloric stenosis. 



Two hours after meal. 

department amongst other cases of indigestion. 
Here is a patient who had been ill four years, on 
and off, with practically constant pain and fulness 
after food, with eructations which were described 
as “like rotten eggs”—a valuable observation, 


Fig. 4 (c).—Pyloric stenosis. 



Six hours after meal. 


Fig. 4 (d). —Pyloric stenosis. 



Eight hours after meal. 


to the lower part of the stomach, bulging down the 
great curvature, and there was practically nothing 
passed out of the stomach between 11.40 a.m. 
and 5.40 p.m. At the operation Mr. Barker 
found pyloric stenosis, due to ulcer, and a 
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small pouch projecting from the stomach. There 
have been only a small number of such cases 
described. Here are radiograms of another 
patient showing the same thing (Fig. 4). The 


Fig. 5 (a). —Atony and delay. 



At once after meal. 


Fig. 5 (b).—A tony and delay. 



Two hours after meal. 


food was largely retained from 10 a.m. to 
6 p.m., most of it remaining in the stomach. 
Notice that there is no atony; there is delayed 
emptying of the stomach, but the food is well held 
up by the tonic contraction of the stomach. Mr. 


Barker kindly operated upon this patient for me, 
and found non-malignant stricture of the pylorus. 
Here is another specimen showing atony and delay 
in emptying (Fig. 5). The patient has chlorosis. 


P ig. 5 (c).—Atony and delay. 



\ f 

Four hours after meal. 


Fig. 5 (d).—A tony and delay. 



Six hours after meal. 


I do not think there is stenosis of the pylorus, 
because there has been no pain or other symptom 
indicating it, and the patient is now almost well. 
Here is another case (Fig. 6), and Mr. Stiles, of 
Edinburgh, who kindly operated on the patient for 
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me, found stenosis of the duodenum, resulting from 
ulcer. This patient emptied the stomach in the 
normal time—four hours. But it is a curious 
shadow, and I think this may be due to the fact 


Fig. 6 (a). —Duodenal stenosis. 



Fig. 6 (b). —Duodenal Stenosis. 



At once after meal. 


that the stomach was adherent to the pancreas. 
Here is a very remarkable case (Fig. 7), one under 
the care of Mr. Godlee, who has kindly allowed me to 
show it. There was a hard mass in the anterior wall | 
of the stomach, with extensive adhtsions, and a j 


marked retention of food. From 10.45 am - to 
8.30 p.m. there was almost complete retention, and 
the shadow had not all gone by 1 a.m. next morning. 
I think that peculiar shape of the shadow is due 


Fig. 6 (c). —Duodenal stenosis. 



Fig. 6 (r>).— Duodenal stenosis. 



to the adhesions. I think this method of employ¬ 
ing X rays for diagnosing retention of food is a 
very important one. Another physical sign which 
may be of importance in estimating retention is the 
succussion splash seven hours after a meal. If you 
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can get a well-marked succussion splash seven 
hours after a meal, when, of course, the stomach 
should be empty, it is valuable evidence of retention. 
There are one or two methods which have been 
introduced at various times, but I do not want to 
lay stress on them because they are not so valuable 
as these very good methods which I have told you 
about. 

The first method is that of Ewald and Sievers, 
and the test is known by their name. They give 
a gramme of salol in a capsule, and test the urine for 
salicyluric acid. The salol is acted upon in the 
intestine but not in the stomach, so that this should 
be a test of the rapidity with which the patient 
passes the food out of the stomach. The test for 
salicyluric acid is dilute ferric-perchloride solution, 
which gives a violet colour. In health you should get 
this test in from thirty to seventy-five minutes after 
giving the salol. If the reaction is delayed, this is 
held to show that there is delay in the emptying of 
the stomach. There are certain fallacies in connec¬ 
tion with this test. It has been shown that salol 
may be absorbed by the stomach, and an increase 
of mucus in the stomach is supposed to disintegrate 
the salol. There is a modification of this method 
introduced by Hubert. He tested the time which 
the reaction lasted. In the normal condition you 
get the reaction for twenty six or twenty-seven 
hours. If you get the reaction for a longer period 
of time it shows delayed emptying. Another test 
is Klemperers, which depends on the fact that 
olive oil is not absorbed by the stomach. The 
stomach is washed out and 100 grm. of olive oil 
are introduced into it. At the end of two hours it 
is washed out again, and the oil separated from the 
water by a separating funnel. In this time the 
normal stomach should pass out 70 to 90 grm. of 
oil into the duodenum ; you have put in 100 grm., 
so if less passes out in the time there is motor delay 
in the stomach. The method is not very practical 
compared with the methods of passing the tube 
after a test-meal and the X-ray test. 

Another test is that of giving iodipin, which is 
not decomposed in the stomach. Iodipin is 
administered and the saliva tested for free iodine. 
It is said that fifteen minutes after eating iodipin 
there is iodine in the saliva. So if you do not find 
iodine until three quarters of an hour after giving 
iodipin you know there is delay in emptying the 
stomach. The third effect of muscular insuffi- 


! ciency is dilatation and hypertrophy. A large 
stomach does not necessarily imply atony or 
deficient emptying. Some people have large 
stomachs, which may be acquired by excessive 
eating, or perhaps sometimes be congenital. So 
remember that merely finding a large stomach does 
not necessarily mean either atony or retention of 
food. A very large stomach may have normal or 
increased tone ; a stomach of normal size may show 
delay in emptying. What one really means by 
dilatation of the stomach is that it does not empty 
! in the normal time. There are two kinds of 
I dilatation. In the first condition dilatation is 
i associated with atony, and this is known as atonic 
1 dilatation. If the muscular power is greater than 
normal it is called hypertonic dilatation. If there is 
stenosis of the pylorus and a powerfully acting 
muscle there is hypertonic dilatation, which is 
rather important from the point of view of diag¬ 
nosis. A hypertonic stomach always means 
obstruction at the pylorus. What are the methods 
for discovering that the stomach is dilated ? First, 
there is simple physical examination, but often this 
1 is not of very great value. Sometimes the stomach 
j is very large and then it will be of distinct value. 

1 On inspection you can see a swelling and perhaps 
l fhe outline of the curvatures. If you can see the 
lesser curvature it means there is gastroptosis. 
Then you may see peristalsis, which always 
means pyloric stenosis. On palpation you feel 
an elastic resistance and uniform tension which 
enable you to definitely outline the stomach by 
palpation, but this is rather rare. There may 
be shifting dulness ; when the patient is standing 
up the dulness comes to a certain level, and on 
lying down that part becomes resonant. The suc¬ 
cussion splash on palp ition may be of value, but 
you must consider first of all the time at which the 
j patient had his previous meal. It is no use unless 
you get a splash six or seven hours after a meal, 
and then you know there is definite delay in the 
1 stomach. Secondly, you must consider the place 
■ at which you hear this splash. For instance, if 
you hear it below the umbilicus you can be 
certain the stomach is enlarged. But the mere 
obtaining of the splash in the epigastrium is of 
j very little value unless, of course, it occurs a 
I certain time after a meal depending upon the 
composition of the meal. Ordinary physical 
examination may be of very little value, but disten- 
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sion of the stomach by means of carbon dioxide 
will render it of very great value in estimating the 
size, shape, and position of the stomach. Riegel 
introduced the method of giving large doses, that 
is to say, fully distending the stomach with gas. He 
gives a teaspoonful of sodium bicarbonate and a 
teaspoonful of tartaric acid. This fully distends 
the stomach. It is necessary to distinguish 
between gastroptosis and dilatation, and you can 
do it by this method. In the normal condition, 
when the stomach is blown out with gas it fills up 
the epigastrium, and the greater curvature forms 
a convex line downwards. As the stomach dilates 


Fig. 7 (a). —Adhesions. 



At once after meal. 


this line becomes lower. These three diagrams 
(Fig. 8) illustrate the difference between the shape 
of the distended stomach when there is dilatation 
and when there is gastroptosis. The first is only 
slightly if at all dilated ; the second is definitely 
dilated. You can be certain it is not a case of 
gastroptosis, because the epigastrium is full. In 
cases of gastroptosis you can definitely make out the 
small curvature. The third diagram shows gastro¬ 
ptosis, there is normal tone in the stomach and 
slight delay in the emptying, but not very much. 
You can definitely make out the shape of the 
stomach and quite easily see the smaller curvature. 
There is dulness above it. So that in order to 
distinguish dilated stomach from gastroptosis you 
must blow it out well. There is no danger in this 


method, unless, of course, the patient has a 
bleeding ulcer of the stomach or there is a recent 
ulcer which might perforate. Therefore, by blow¬ 
ing out the stomach and applying the ordinary 
physical method of examination you can find out 
the exact shape and position and size of it. 

Auscultatory percussion is not of much value 
unless the stomach is blown out, but when the 
stomach is distended it is of very great value. 
Put your stethoscope on one part where it is 
distended and tap with the other finger on different 
portions of the abdomen. You can distinctly tell 
when you get over the border of the stomach by 
the quality and intensity of the sound which you 
get. I am often demonstrating this in the out¬ 
patient department. Another method of estimating 
the size .of the stomach is that of finding out how 
much water the stomach will hold. Water is 
poured into it until it is distended. What I have 
told you about atony will show you that this 
method is not of much use in estimating dilatation, 
because when a stomach is atonic it has a reduction 
in its elasticity and you can over-distend it with fluid, 
so this method does not really tell you the size of 
the organ at all. The X rays will also tell us the 
size, shape and position of the stomach. Here I 
show you a case of gastroptosis (Fig. 9), and I think 
you will agree that one can, without difficulty, see 
where the stomach is. It has almost dropped into 
the pelvis. We find out two things by the X rays. 
First of all the stomach is dilated and dropped, 
and secondly, five hours afterwards, there is no 
appreciable difference in the size of the shadow’. 
In this case there was considerable retention of 
food, and dilatation with gastroptosis. An interesting 
point was that she w*as supposed to have had gastric 
ulcer. She had been treated for four years and 
said she had had haematemesis; but one could not 
convince one's self that the bleeding was from the 
stomach. Still, she had paid* in the epigastrium, 
and had a zone of hyperaesthesia in this position. 
This proves that at all events stomach pain may 
be felt in the skin and muscles. There are 
two distinct ideas about it. Some people say 
gastric pain is felt in the skin and muscles, and 
others say it is felt in the stomach itself. In this 
case it could not have been felt in the stomach 
because the stomach was not in the position where 
the pain was felt. 

By means of the X rays we can also see the 




The Clinical Journal. ] 


DR. BOLTON. 


[Aug. 23, 1911. 315 


degree of peristalsis, whether it is diminished or 
increased. 

Having settled whether atony, retention of food, 
and dilatat ion are present or not, your attention 


Fig. 7 (b). —Adhesions. 



Three and a quarter hours after meal. 


Fig. 7 (c).—Adhesions. 



must be directed towards the condition of the 
gastric secretion and digestion; this largely depends 
on the primary disease. The hydrochloric acid 
may be increased in percentage amount, or the 
secretion of gastric juice may be increased or occur 


in the fasting stomach. An increase in the HCl 
j with motor insufficiency of a high grade usually 
means stenosis of the pylorus. It may, however, 
occur in simple atony. The stenosis in such a 


Fig. 7 (d). —Adhesions. 



Fig. 7 (e). —Adhesions. 



Fourteen and a quarter hours after meal. 

case is usually non-malignant, and due to a gastric 
or duodenal ulcer or to adhesions. 

A diminution in the HCl may also occur in 
stricture of the pylorus due to ulcer, but it is most 
significant of malignant disease. A diminution in 
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the HC 1 is also characteristic of a form of 
gastritis, and commonly occurs in simple atony. 

In cases where the HCl is diminished, and 
where there is also motor insufficiency, bacterial 


Fig. 8 (a). —Slight dilatation. 



Kiu. 8 (b). —Marked dilatation. 



fermentation occurs in the stomach, and the pro¬ 
ducts of this fermentation are able to excite 
gastritis if it does not already exist. This fermenta¬ 
tion is recognised by the presence of organic acids, 
chiefly lactic, in the stomach contents. Pyrosis 


I and acid eructations result. The formation of gas 
gives rise to a feeling of distension and gaseous 
eructations. The gas may be combustible and burn 
with a bluish or yellowish flame when marsh gas 
is present. Sulphuretted hydrogen may be eruc¬ 
tated even in cases where the HCl is not 
diminished, but whether this is done to putrefaction 
of protein in the stomach is a debatable matter. 
The constant presence of bile in the gastric con¬ 
tents indicates an obstruction in the duodenum 
beyond the papillae. If small amounts only are 
| present digestion is not necessarily interfered 
with, but in severe cases the action of the gastric 


Fig. 8 (c).—Gastroptosis. 



juice is greatly impaired. If pure gastric juice is 
obtained from the fasting stomach hypersecretion 
is present, and an ulcer should be suspected. The 
microscopic examination of the stomach contents 
! is not of much value in diagnosis. Yeast-cells and 
sarcinae are often found in non-malignant cases, 
muscle-fibres in those cases in which the HCl is 
diminished, and varying amounts of undigested 
starch in those in which it is increased. 

! The diminished amount of water passed on to 
i the intestine leads to dryness and hardness of the 
fieces and constipation results. Bacterial fermenta¬ 
tion in the intestines may be increased, and the 
intestines may also be irritated by the material 
! from the stomach, so that diarrhoea is occasioned. 
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Vomiting is a frequent symptom in motor in¬ 
sufficiency of the stomach. It does not occur in 
simply atony nor unless there is retention of food. 
It attains its maximum in cases of pyloric stenosis. 


Fig. 9 (a). —Gastroptosis and delay. 



Fig. 9 (b). —Gastroptosis and delay. 



In late cases the sensibility of the mucous mem¬ 
brane is blunted, so that the reflex is not easily 
excited. The vomiting is then infrequent, and 
especially occurs at night, but the intervals vary 
considerably. The amount of the vomited matter 


is large in such cases, is frothy, has the characters 
just described, and relieves the symptoms. Blood, 
sometimes only occult blood, indicates, of course, 
cancer or ulcer. One cannot lay much stress upon 
the subjective symptoms of the patient in diagnosis. 
Fulness and distension soon after meals, with a 
sensation of weight or tension in the chest or 
epigastrium, indicate atony, in which condition 
pain is commonly absent. Pain in the epigastric 
region, or even lower down, is most marked in 
obstructive cases. It is often related to meals, but 
may be paroxysmal or continuous. 

It sometimes happens that there is only very 
little pain even in the obstructive cases, but this is 
unusual. 

The appetite is commonly diminished, but not 
invariably so. Of all gastric disorders motor insuffi¬ 
ciency is par excellence the one in which vertigo 
occurs. The slow pulse and dyspnoea which are 
seen in the condition of dilated stomach are 
probably reflex nervous phenomena, as are also 
attacks of tetany, which condition is mostly seen 
with hypersecretion and which is a very fatal com¬ 
plication. 

Wasting is an important symptom in the 
diagnosis. It occurs in proportion to the degree 
of insufficiency and attains its maximum in pyloric 
stenosis. The wasting in malignant cases is of 
course partially due to the primary disease, but it 
is a fact that such patients will often improve 
considerably by washing out the stomach. The 
skin is dry and tends to desquamate owing to 
the non-absorption of water; the tissues dry up, and 
great thirst is often complained of. 

The excretion of urine is diminished in propor¬ 
tion to the stagnation of gastric contents. The 
urine is concentrated and has a high specific 
gravity, and very frequently a white sediment of 
phosphates. The reaction may be alkaline, 
especially if hyperacidity is present, if there is 
much vomiting, or the stomach is frequently washed 
out. 

In rare cases small amounts of acetone and 
diacetic acid may be present. 

When a pyloric tumour is present the difficulties 
of diagnosis are increased. It may be malignant 
or non-malignant. One cannot definitely dis¬ 
tinguish by physical signs alone between the two 
conditions, and sotnetimes even on opening the 
abdomen the surgeon is deceived into believing 
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that a non-malignant tumour may be malignant. 
I have known such a mistake to be made, the 
tumour disappearing after gastro-enterostomy. The 
diagnosis in such cases depends upon the history, 
the rapidity of the course of the disease, and 
upon the objective signs, such as the presence of 
glands, the condition of the gastric secretion, the 
age of the patient, and the other phenomena 
enumerated above. 

August 2i st, 1911. 


THE INFLUENCE OF DIABETES AND 
GOUT ON THE TUBERCULOUS 
INFECTIONS OF THE HUMAN BODY.* 

By NATHAN RAW, M.D., M.R.C.P.Lond., 

Physician, Mill Road Infirmary, Liverpool. 


Diabetes and gout are both disorders of nurtition, 
each presenting symptoms of great dissimilarity. 
We are not yet fully acquainted with the exact 
disturbance of metabolism which gives rise to such 
serious bodily disturbances, but we know that in 
diabetes the power of resisting microbic invasion 
is greatly diminished, whilst in gout it is decidedly 
increased. 

Physicians have long observed the intimate 
association of diabetes with tuberculosis, and the 
tendency for pulmonary .lesions of a tuberculous 
nature to supervene in the course of the disease. 

• It is also well known that those persons who are 
disposed to acute attacks of gout are peculiarly 
immune to tuberculosis. 

My observations have been made as the result 
of a careful study of sixty-two cases of diabetes 
mellitus occurring in hospital and elsewhere during 
the last twelve years, including post-mortem 
examination of twenty-seven cases. 

The cases were grouped as follows: 

Males. Females. 


5-10 years 

2 


I 

I 

10-20 „ 

3 


2 

I 

20-30 „ 

3 


2 

I 

30-40 „ 

10 

• 

6 

4 

40-50 » 

18 

* 

I 2 

6 

0 

<0 

1 

0 

10 



17 

9 


62 


40 

22 


* Delivered before the Medical Society of London. 


Of this total of 62 cases of diabetes no fewer 
than 37, or 59 per cent., were affected with 
tuberculosis, chiefly the pulmonary form, only 2 
patients having abdominal tubercle. A point of 
great interest is that on first examination only 
11 patients had symptoms of pulmonary tuber¬ 
culosis on admission to hospital (as far as could 
be detected); the remaining 26 patients deve¬ 
loped the disease during the progress of the 
diabetes. 

Greisinger reported 250 cases of diabetes in 
whom he found tuberculosis in 42 per cent., with 
a death-rate of 39 percent. In a series of autopsies 


on 327 persons dying from diabetes collected by 
Dr. Windle, the following distribution of lesions in 

the lungs was observed : 


Phthisis pulmonalis' 

136 

Cheesy masses .... 

17 

Cavities (vomicae) 

12 

Caseous bronchial glands 

6 

Miliary tubercle .... 

8 


179 

Lungs free from organic disease . 
Acute lobar or catarrhal pneu¬ 

118 

monia ..... 

24 

Gangrene ..... 

3 

Fat emboli ..... 

3 


3 2 7 

These figures ‘approximately coincide with my 
own, as giving about 50 per cent, of cases who are 
infected at some period of the disease with the 
tubercle bacillus. The acute broncho-pneumonia, 


or acute pneumonia, described by earlier authors 
as the frequent terminations of diabetes, were 
probably mostly of a tuberculous nature, and the 
demonstration of the tubercle bacilli render the 
diagnosis certain at the present time. A question 
of absorbing interest is, When do these diabetic 
patients receive the tuberculous infection ? In the 
cases of twenty-six patients who developed pul¬ 
monary lesions in hospital the infection could not 
have occurred there, as the/ were quite apart from 
such patients. There can be no doubt that in a 
great many instances there is a decided hereditary 
tendency to diabetes; amongst my group of patients 
there were seven instances in whom other members 
of the family had the disease. It follows, then, that 
there may be a pre-diabetic stage during which the 
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nutrition and vitality of the patients are low, render¬ 
ing their tissues vulnerable to attack by tubercle. 

I have long held the view that the great majority 
of cases of pulmonary and other forms of tuber¬ 
culosis receive the infection in the early years of 
life, and that the tubercle becomes encapsuled and 
quiescent for a varying length of time, only to flare 
into activity about the period of adolescence. 

It may be that those persons who are predisposed 
to diabetes may he unusually susceptible to inges¬ 
tion by tubercle bacilli, and that the increasing 
debility associated with diabetes favours the rapid 
progress of a tuberculous infection. If diabetes and 
gout are both disorders of nutrition, I feel certain 
that tuberculosis is also to a great extent a matter 
of nutrition. The infection of humans by tuber¬ 
culosis must be fairly general in a community in 
which it is rife, and if the blood nutrition is good 
the risk of an active growth is small, because, after 
all, the tubercle bacillus is a parasite to man. If, 
on the other hand, the blood nutrition is poor, as 
in diabetes, the danger of an active infection by 
tubercle is great, and it often happens the process 
is acute and rapidly fatal. 

In fighting the tubercle bacillus our object is to 
raise the nutrition to its highest point, producing, 
in fact, an artificial gout in patients. If this con¬ 
dition can be brought about, the bacilli seem to 
become inhibited, and the infection dies out, or 
becomes arrested, but if we are not able to increase 
blood nutrition in our patient the bacilli have no 
resistance to their attack, and they soon complete 
their destructive process. N 

A good example of this is familiar to all of us: 
the apparent and, in fact, real antagonism between 
valvular lesions of the heart and pulmonary tuber¬ 
culosis. The explanation seems to be that the 
lungs, being constantly in a state of over-nutrition 
from congestion, do not offer a suitable medium 
on which the tubercle bacilli can grow, and hence 
these patients, especially those suffering from mitral 
stenosis, are practically immune to tuberculosis. 

To take for a moment the converse side of the 
question, it is most rare for any case of pulmonary 
tuberculosis to develop diabetes. 

During the last twenty years I have had under 
my hospital care over 4000 cases of tuberculosis, 
and I cannot recall a single instance (in whom the 
urine was sugar-free on admission) which developed 
diabetes mellitus. The only deduction which I 


can draw from this clinical observation is that 
diabetes does predispose to tuberculosis, but that 
tuberculosis has no predisposition to diabetes. 
What the explanation of this really is I cannot 
say. 

It is a fact, however, that during the course of a 
tuberculous infection other intercurrent infections 
are uncommon—hence it would seem that the 
blood-plasma can only tolerate one infection at one 
time. Those persons who are suffering from 
tuberculosis are rarely attacked by epidemic 
diseases, the blood being in some way protected 
from further infection ; but the question of nutri¬ 
tion does not hold in epidemic disease, as 
frequently those in the best of health are victims 
to infection, as in typhoid, scarlet fever, measles, 
diphtheria, and pneumonia. Tuberculosis, on the 
other hand, frequently supervenes on an attack of 
the acute infection fevers, and thousands of children 
who have been debilitated by an attack of measles 
are rendered an easy prey to tubercle. 

Gout. 

Gout is another mysterious disease, of which we 
know little, but which is undoubtedly a disorder 
of nutrition, with a strong hereditary factor in its 
production. The variouslheories which have been 
advanced as to the actual paroxysms which occur 
are not convincing, and of one thing only are we 
sure, and that is—“ faulty metabolism is at the root 
of the disease.” Dyce Duckworth, who has made 
such a complete study of gout, is a great upholder 
of the gouty diathesis, whether inherited or 
acquired, expressed as—“a peculiar incapacity 
for normal elaboration within the whole body, not 
merely within the liver, or in one or two organs, 
of food, whereby uric acid is formed at times in 
excess, or is incapable of being duly transformed 
into more soluble and less noxious products.” 
Haig, another great authority on gout, thinks that 
i there is no increased formation of uric acid in gout, 
but that the blood is less alkaline than normal, and 
less able to hold the uric acid or its salts in solution. 
Garrod also believes that there is a lessened 
alkalinity in the blood, and a corresponding increase 
of uric acid, due chiefly to diminished elimination. 
Whichever theory is correct, there can be little 
doubt that the changes in the blood are of the 
highest importance in determining an attack, and, 
in my opinion, the peculiar constitution of the 


/ 
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blood-plasma induces in some unknown way a high 
resistance to ordinary bacterial infection. It is 
unusual to meet with gout amongst the working i 
classes; but exceptions do occur, and during the ! 
last twelve years I have had under my observation j 
twenty-seven patients who were admitted in the | 
acute stages of the disease. Twenty-four have been 
seen in private patients, making a total of fifty-one 
cases. In not a single one of these patients have 
I been able to detect any trace of tuberculosis, 
although they have been under observation for a 
considerable time. In eleven cases I had the 
opportunity of post-mortem examination in patients - 
dying from gouty complications, but in no case j 
was there any evidence of tuberculosis, either recent ! 
or obsolescent. I have therefore come to regard 
the gouty diathesis as antagonistic to tuberculosis, 
and that the blood of a gouty person is not a suitable 
medium in which tubercle bacilli will flourish—quite 
the opposite condition to diabetes, which seems to 
stimulate and foster the development and rapid 
growth of tuberculosis. 

It is a matter of common experience, that if we j 
are able to improve the nutrition of a tuberculous j 
person to a high degree of efficiency, we may expect ! 
and often obtain an arrest of the tuberculous j 
infection, and our patient gets well; but if we are | 
unable to do so all our efforts are of no avail, and j 
the tuberculosis prevails. 

I have often thought that in the so-called open- j 
air treatment of consumption we really produce ! 
in our patients an artificial gouty condition, with 
increased nutrition on which they improve, but 
I must confess I have never seen a cured 
consumptive develop an acute gouty attack. 

Experimental Confirmation. 

With a view to establishing the accuracy of this 
clinical experiment, it occurred to me to observe 
the results of growing pure cultures of tubercle 
bacilli on media which had previously been mixed 
with blood from cases of diabetes and gout, and 
the results are recorded for your consideration. 

My object was to discover if, by mixing diabetic 
blood with a medium of agar-agar and glycerine, 
the growth of tubercle was accelerated or not, 
and conversely, if by adding gouty blood the growth 
of bacilli was retarded or not. The first experi¬ 
ment was as follows : to c.c. of blood from the 
median basilic vein of a patient suffering from 
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diabetes mellitus, and added with the strictest 
aseptic precautions to a flask containing glycerine 
agar. The blood was freely mixed with the culture 
medium, and placed in a 37 0 C. incubator fora few 
days to be sure of its sterility. 

A few loopfuls of a pure culture of virulent 
tubercle bacilli of the typus humanus were then 
introduced on to the surface of the medium, and 
inoculated for fourteen days at 37°C. The growth 
was very luxuriant, and in the course of four weeks 
had completely covered the surface of the medium 
with a thick dense pellicle, with here and there 
dense masses of bacilli. 

A control 41 ask of the same medium, but without 
the addition of diabetic blood, was inoculated with 
the same pure culture, with the result that a slight 
or moderate growth resulted, such as we are 
accustomed to see. The next experiment consisted 
of inoculating a similar flask of glycerine agar 
with 10 c.c. of blood withdrawn from the arm of a 
case of acute gout. The blood was freely mixed 
with the medium, and the flask was then inoculated 
with the same virulent culture of human tubercle 
and incubated in the same way as before. 

After four weeks* incubation no growth was 
observed, and even after eight weeks there is only 
to be seen a slight irregular growth on the surface 
of the medium, without arty distinct clumps of 
bacilli. 

A control experiment was made as before, when 
the growth was luxurious and well marked in 
fourteen days. 

These examinations were repeated exactly with 
blood from another diabetic case and another 
gouty one, with exactly similar results. 

I have pleasure in showing you all the numerous 
cultures, and you will readily observe the differences 
in growth. 

Conclusions. 

My conclusions from this work are : 

(1) Diabetes predisposes to the development of 
tuberculosis. 

(2) Gout has an inhibitory effect on the growth 
of tubercle bacilli. 

(3) The blood-plasma is the determining factor 
in the growth or inhibition of bacterial infections 
within the human body. 

August 21 st y 1911. 
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A CLINICAL LECTURE 

I ON 

A PHYSICIAN’S EXPERIENCE OF 
“SALVARSAN.”* 

By O. F. F. GRUNBAUM, M.D., F.R.C.P., 

Assistant Physician to the London Hospital. 

Gentlemen,— Syphilis has been considered a 
surgical disease. So long as it limits itself to 
superficial parts of the body it does not as a rule 
come under the treatment of the physician. Not 
infrequently it leads to aneurysm, arterio-sclerosis, 
and gummata of various viscera, so that medical 
wards contain cases suffering from the infection 
with the spirochaete. A discussion as to whether 
the e^rly treatment is surgical or medical might be 
of interest, but that is not the subject which we 
have met to consider this afternoon. I thought 
that possibly you might like to hear my experience 
with salvarsan, because I do not claim to specialise 
in syphilis, and have, as far as I am aware, 
absolutely no bias. My intention is to tell you 
the truth, the whole truth, and nothing but the 
truth. In June last year Professor Ehrlich sent 
me a supply of salvarsan, which was then called 
the preparation “606.” It is not my intention to 
compare the action of this drug with that of 
mercury, but simply to tell you how those patients 
fared to whom salvarsan has been administered. 
Before doing this I should like to compare the 
methods of administering the drug, and demon¬ 
strate to you a few of the pieces of apparatus which 
have been devised to introduce this drug into a 
vein. In this matter I own to being biassed, and 
naturally I think the form of apparatus which I 
have devised is better than that devised by my 
colleagues. No doubt they hold a similar opinion 
about their own apparatus. Before looking at the 
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forms of apparatus, we might consider the points in hot clothes, by which means the veins can 
that are essential. One, is to be able to regulate generally be made to approximate to a convenient 
the rate of flow; another is to be able to determine size, and then the needle can be introduced with- 
immediately whether the needle which is used for out much trouble. Whilst introducing the needle 
the infusion has been introduced into a vein, or I strongly advise that a clip be placed upon the 
whether it has missed and is in the subcutaneous rubber tube close to the needle. The needle is 
tissue near the vein ; and the third, in my opinion, pressed into the vein and then the bandage is 
is to be able to wash the vein through with normal* removed. The clip is removed and then the fluid 
saline after the injection of the solution of in the narrower vessel is watched. Under normal 
salvarsan. | conditions it sinks rapidly. If the arm does not 

Here is a piece of apparatus which you have j become swollen you put the clip on the tube 
seen described which carries out the necessary | attached to the vessel containing saline and 
conditions. There is normal saline in one vessel, i remove the clip controlling the salvarsan solution, 
and salvarsan in the other. You see there is a i You might ask why one prefers to use two vessels, 
three-way tube connected with the needle, which j one containing normal saline, rather than the 
can be introduced into the vein. This apparatus I method by which you know whether the needle 
is used in a military hospital. One of these j is in the vein by the blood flowing out of it. 
vessels might very well be much narrower, because ! My reason is that, when I first commenced to 

when you introduce the needle into the vein you give intra-venous injections, I allowed blood to 

want to see that the normal saline flows in ; by flow back into the tube, and was able to see it in 
having a narrow vessel the fall in the level of the the glass tube close to the needle, towards the 

fluid becomes more rapid. Here is a small end of an injection, as a rule, I saw that that blood 

apparatus which I have been accustomed to use ; had clotted—it is true the clots were very small; 
it is of a similar type. If one finds that the in addition to this the flow was very slow, and on 
pressure of two or three feet is insufficient to examining the needle afterwards it was found that 
make the flow rapid, one can increase the i the lumen of the needle was diminished by clots, 
pressure by means of the hand-bellows. As a and this accounted for the slow flow. Therefore 
rule one can run in 250 c.c. of solution in ten now I prevent blood flowing into the needle, so 
minutes without using any additional air pressure, there is no possibility of a clot forming. That 
The details of the injection consist in filling the may sound hair-splitting, but it is of consider- 
apparatus with normal saline which has been able importance. Experience teaches one that 
prepared with pure sodium chloride and distilled by preventing blood passing into the needle one 
water, care being taken to expel all air from the can carry out the injection more rapidly, and 
tubes and placing the warm solution of salvarsan there is no chance of driving clot into the 
in the larger vessel. The arm is bound round with general circulation. When the salvarsan solution 
a bandage or towel in order to distend the veins, has run into the vein a clip is placed upon the 
Sometimes it is found that the vein will not distend, tube from the large vessel, and the one removed 
On going round one of my wards the other day I from the other vessel, thus washing out the vein with 
saw a man with many punctures in his arm, and I nomal saline. Here is Weintraud’s form, which has 
said to my house-physician, “Why did you have to j been modified by Dr. Bailey. With this apparatus 
make so many attempts to get the needle into this ! it is not convenient to introduce saline before and 
man's vein?” He replied that the veins were too : after the injection of salvarsan. Another method 
small. I put my hand round the patient’s arm, of introducing the solution into a vein is by means 
and immediately a vein became distended to the of a syringe; this might be called the active 
size of a lead pencil. I asked him why he had not method. If you put the needle into the vein and 
put the solution into a vein of that size ; he replied pull the plunger of the syringe backwards and 
that the vein had been small at the time of the forwards, you must be careful so as not to damage 
injection. When the veins of a man are small and the wall of the vein. Therefore one of these 
you want to give an intravenous injection he should passive methods the apparatus for which I showed 
be placed in a warm room and the arms swathed you is better than the active method by the use of 
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the syringe, unless you have much experience and 
continuous practice. 

A few words with regard to the preparation of 
the patient : first with intra-venous injections, and 
then afterwards with intra-muscular. My impression 
is that the patient has less severe symptoms after 
the introduction of the drug if he has been on 
a comparatively light diet. That is simply an 
impression. The actual symptoms vary very much. 
One patient has practically no symptoms at all, 
whereas another patient has perhaps all the 
symptoms which have been recorded. As a 
matter of fact there are six symptoms which at 
different times I have noted. Not very long ago ' 
I was injecting a rather neurasthenic patient, j 
and he was very anxious to know what the 
symptoms were which might arise. So I told 
him all six, and remarked that I should be very 
pleased to be able to add to my list. He had 
all six, and he is the only patient who has had all. | 
Before the next injection I told him it was very 1 
rare for a patient to have discomfort after the 
second injection. That statement was not absolutely 
true, but he had no symptoms after the second 
injection, and that case shows that some of these 
symptoms may be due to or produced by ex¬ 
pectation of evil, but that cannot be said of all. 
The symptoms have been rigor, headache, vomit¬ 
ing, diarrhoea, frequent micturition, and general 
malaise, comparable to that accompanying an 
attack of influenza. It has been my custom to 
give an injection about five o’clock in the evening. 
The patient is usually uncomfortable till about ten 
o’clock, goes to sleep, and wakes up next morning 
feeling well. That has frequently been the case 
after injecting *4 grm. of salvarsan in about 250 
c.c. of normal saline, and also after the second 
injection of *6 grm. 

I want to refer to the first case to which I gave 
an intra-venous injection of this substance. It 
occurred somewhere towards the end of November 
or the beginning of December, and I was following 
out *what I believed to be the instructions of 
Professor Iversen, that after dissolving the salvarsan 
in soda, acetic acid is added to neutralise it (what 
Professor Iversen meant was acetic acid was added 
to neutralise the excess of sodium hydrate). I did 
that, and a fine precipitate formed. I trusted the 
size of the crystals would be comparable to the 
size of a red blood-corpuscle. I injected this into 


a young woman, aet. 19 years, who was suffering from 
| a huge chancre of her upper lip. After three 
quarters of the dose had been injected she said she 
felt faint, and then she lost consciousness. Her 
respirations ceased, her heart became inaudible. 
I* carried out artificial respiration for some time. 

| Respiration then started again; the pulse again 
| became palpable. She then showed signs of 
paralysis of the right arm and right leg. This 
continued for six or eight hours, but fourteen 
hours after the injection she had returned to 
practically the normal condition. That was 
entirely due to faulty technique, that is to say, 
I injected solution which was neutral instead 01 
one sufficiently alkaline to keep the drug in solu¬ 
tion. Because this case has been reported by 
one or two people who do not know the details, 
I have asked this girl to appear to-day so that you 
may see that, although I had rather an anxious 
time, she has gained something by the treatment. 
The huge chancre is replaced by a minute scar. 
She has not had any treatment since December, 
and from her general appearance it does not look 
as if she was suffering from spirochaete infection at 
the present time. Three days later I gave her *6 
of a gramme of salvarsan intra-muscularly. That 
was rather weak of me, I admit. But still, I did 
not feel inclined to give her another dose intra¬ 
venously. She has had no treatment since, and 
her YVassermann reaction has remained negative. 
On her admission to hospital she- had a huge 
chancre, large glands in the neck, sore throat, a 
secondary rash, and was extremely anaemic and 
cachectic in appearance. When her relatives were 
told that she was very ill they stated that they did 
not expect her to recover. I add these details to 
show you that she was very bad, and that two 
! injections of the substance have apparently cured 
her. 

This is the only case in which any grave symp¬ 
toms or serious signs followed the injection. 

Before going on to speak of the main results of 
injections, I want to refer to the intra-muscular 
injections. These were given earlier, and they 
were given in three forms—either as neutral 
suspension, or as a solution of minimum acidity, or 
as a solution of minimum alkalinity. In the first 
few I gave the solution of minimum acidity, but 
it always gave rise to considerable pain, so I tried 
a solution of minimum alkalinity. This caused 
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still more pain. An injection in a neutral suspen¬ 
sion I could never make agree with my views 
of giving a drug. It is foolish, I think, to inject 
into the tissues an almost insoluble material. 
Therefore I did not give neutral suspension, 
and I think that that view has been to a great 
extent upheld by experience, namely, that you 
get more relapses after an injection of neutral 
suspension than after injection of any other form. 
A neutral suspension does not cause so much pain 
as does a solution of either minimum alkalinity or 
minimum acidity. 

The first case I gave “ 606 ” to was one of early 
tabes. The patient was suffering from gastric 
crises, and he also showed signs of definite Argyll- 
Robertson pupil. The injection itself was not very 
painful, but next day he complained of pain down 
both legs and complete paralysis. He thought he 
had lost the use of his legs. Four days after the 
injection he was all right, the pain had gone, and 
he was able to walk about. A patient who was 
suffering from cerebral gumma, and in addition 
was rather neurasthenic, complained of agony for 
three days, and said he would not have had the 
injection if he had known it was going to cause 
him half the pain which he experienced. He 
said it was over five weeks before he was anything 
like comfortable. In these cases I may say the 
injection was done as far up and out as possible in 
the gluteal region, that is to say as far away from 
the sciatic nerve as one could get. I might relate 
a whole series of these cases, but I may say that 
they all complained more or less of pain down the 
legs for a time, which varied in different people 
from four days to five or six weeks. Therefore 
the intra-venous method has been a great advance 
in the introduction of this drug into the system. 

The next question is how often it should be 
injected and at what interval. At the London 
Hospital for some time they injected intra-venously 
•4, and then ‘5 at intervals of three days, and 
then an intra-muscular injection of *5 grm. My 
custom, in hospital and private practice, has been 
somewhat different. I usually give *4, followed 
forty-eight hours later by *6, and as far as one has 
had experience that is a sufficient dose. But 
it is yet early to say whether it is a permanent 
cure. In December last, when various papers 
were being read about the complete cure by 
this drug, I ventured to put forward the view 


; that it was too early, because relapses might 
occur, even after large doses had been given. 
Now we have seen so many conditions in which 
j relapses will occur, although apparently all the 
! micro-organisms which caused the disease have 
! been destroyed. Take ordinary attacks of malaria. 
The protozoa disappear from the blood for quite a 
long time, nevertheless the patient relapses. This 
is also true in cases of trypanosomiasis: we know 
that certain drugs are able to kill off trypanosomes 
for a time, but they reappear in the blood. Those 
two diseases are acute when compared with 
the Spirocluete pallida infection, therefore one 
was not surprised to hear that relapses occur after 
even large doses of salvarsan, although at that 
time it was said that relapses were rare. Even if 
j relapses occur it seems to me that the patient gains 
considerably by having treatment of that type. 
The case I showed you is one of these: discomfort 
for five days at the outside allows the patient to go 
many months without further treatment even if 
a complete cure is not obtained. 

I want to refer to a few cases which have had 
intra-venous injection of this material. One of the 
most marked was that of a man who had been 
under treatment two and a half years continuously, 

! and had rupial spots on his nose and on the glans 
| penis. He had been to quite a number of experts 
and received injections of mercury, and had had 
inunctions, as well as mercury by mouth. Never- 
I theless this rash persisted. He was given two 
! injections at an interval of forty-eight hours, and 
1 three weeks later the rupia had disappeared 
j altogether. Rupial eruption is often very resistant 
to mercury and iodides. His Wassermann re- 
j action was negative two months after the injection, 
j He is relieved, he has no symptoms, all evidence 
of disease has disappeared, and that in spite of 
; other methods having failed to relieve him. 

I have given intra-venous injection of the drug 
! in cases of tabes. We must try and understand 
what we hope to do in cases of tabes by injecting 
this material. To begin with, one should only 
inject the drug in tabes where the Wassermann 
reaction is positive. Very often the Wassermann is 
negative in tabes, and in those instances I do not 
see that anything can be gained by injecting them 
with the drug. When the reaction is positive 
I think that it is justifiable to inject salvarsan. 
But we must not hold out to our patient the hope 
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that we are going to cure him. That seems to me 
extremely improbable. All that we can do is to 
say that we hope that the treatment will prevent 
any further progress of the disease. We cannot 
create new nerve-tracts or new nerve-cells by 
the injection of a preparation of arsenic, but we 
may possibly prevent the destruction of further 
nerve-cells. We must be guarded in our prognosis, 
because it is far from certain that even this will 
happen. Of the cases which I have injected two 
have undoubtedly benefited. The one I have 
referred to who had intra-muscular injection was 
having gastric crises which stopped after treatment, 
and he says he is now perfectly well. In one other 
case of tabes improvement occurred, and that was 
a case of tabetic neuritis, where the pains in the 
arms especially were extremely severe. He has 
had injections and he says that the pains are less, 
in fact life is worth living now. The other cases 
of tabes in which I treated with the drug were 
three in number and they have not improved. 
But, as I have said, I trust the disease will be 
arrested. 

A condition which one occasionally meets with 
and which is apparently treated satisfactorily with 
salvarsan is cerebral syphilis—that is to say, 
paralysis occurring comparatively early after the 
infection, due probably to some arteritis. I have 
treated two of these cases with salvarsan, and the 
symptoms have cleared up rapidly. The first 
injection in these cases has been intra-muscular 
and not intra-venous. My reason for adopting this 
method was that I did not want to run any risks. 
If there had been further thrombosis in these 
diseased vessels I should have felt that it might 
have been due to the intra-venous injection, and 
therefore in these severe attacks of cerebral syphilis 
I have given intra-muscular injections followed by 
intra-venous injection a fortnight later. 

In a case of gumma of the liver, a congenital 
case, I gave intra-venous injection, but without any 
benefit, and it seems to me that the longer standing 
the disease is, the less benefit one will obtain from I 
salvarsan. At any rate, the Wassermann reaction I 
remains positive for a long time in cases of tertiary : 
syphilis. And taking it all round, the longer the 
disease has been present the longer it takes for the 
Wassermann reaction to become negative. This 
applies not only to intra-venous injection, but also 
to intra-muscular. 


j I started by saying I should not compare the 
action of salvarsan with that of mercury. I think, 
nevertheless, one should point out that there are a 
* certain number of people who cannot take mercury, 
or if they take mercury apparently the spirochaete 
is not damaged by it. Among the cases which I 
have injected with salvarsan there are four of these. 
Three of them had cutaneous lesions two or three 
years after treatment, and, as I have said, these had 
treatment of ail kinds. One of them was a cerebral 
case, in which apparently the vessels must be 
altered to some extent, though not permanently. 
He had had treatment, but by degrees his memory 
disappeared and he became quite useless. He was 
given two intra-muscular injections and he has now 
returned to work, though in his case the Wasser- 
mann reaction has remained positive. In a case 
of that type further treatment should be given, but 
whether it should be another injection of salvarsan 
or whether it should be by mercury ointment I 
! have not decided. That is to say, I have not 
sufficient experience. In ophthalmic cases I have 
had experience of three patients, and these I 
cannot tell you much about because I injected the 
! cases at the ophthalmic surgeon’s request. As far 
as I can hear from him the improvement has not 
been great. They have not improved by the 
injections of salvarsan. That reminds me of some 
, of the disadvantages of salvarsan. One of the things 
I I want to speak about is optic atrophy. When I 
first started using salvarsan, or shortly afterwards, 

! I met a colleague at the London Hospital who 
| said “ Are you using ‘ 606 ’ ? I hear that 5 per 
| cent, of the cases develop optic atrophy.” I 
asserted that I had not met with a case and I had 
not met a man who had seen a case of it. He 
said, “ I have ; I was at the College, examining, and 
I met Dr. X., who said he had seen a case of optic 
atrophy following injection of ‘ 606/ ” I wrote to 
that doctor, who is a friend of mine, asking the 
dose, the method of administration, and the age of 
the patient. Dr. X. replied that Dr. Y. was 
obviously mistaken, as he had not seen a case of 
optic atrophy following the injection of “606,” and 
he had not seen a case which had had “ 606 ” in¬ 
jected. I mention this because it is the kind of thing 
which happens. A man talks about optic 
atrophy which he has seen and in another breath 
he talks about “606 ” and the two things are cor¬ 
related ; half a dozen people hear about it, and each 
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believes it to be a different case. There have, I 
think, been no cases of optic atrophy following 
salvarsan where no other preparation of arsenic 
has been used along with the injection of salvarsan. 
If a preparation like arsacetin or some of these 
other preparations or compounds have been injected 
and later salvarsan has been used, optic atrophy 
may develop, but we cannot say that that has 
resulted from salvarsan. It is probable that it 
has resulted from arsacetin, which is known to 
cause optic atrophy. Arsenic in some other forms 
tends to combine with nervous tissue and to hang on 
to the optic nerve, but there seems to be evidence 
that this is not the case when it is introduced as 
salvarsan. I think it is improbable we shall have 
optic atrophy resulting from salvarsan when it has 
not been complicated by any other drug having 
been given. We all know that there have been 
deaths resulting from the injection of salvarsan. I 
have been fortunate in that none have come my 
way. What I am about to say is outside my 
experience, but nevertheless I think I ought to 
relate it. One of the first was that of an old man 
who was suffering from very advanced neuritis, and 
in that case I am led to understand that there 
were signs of arsenic poisoning. I cannot help 
thinking that occasionally that must happen. We 
do not all manufacture exactly the same material 
from the substance which we absorb. Sometimes 
we come across cases of alkaptonuria, and some¬ 
times of cystinuria: we are not all chemical 
factories of exactly the same type, and on that 
idea I suppose every now and then salvarsan will be 
introduced into an individual who is able to break 
down the salvarsan and elaborate the arsenic ion, 
and if that is so the patient must die, because you 
cannot very well introduce 2 grm. of arsenic as 
an arsenic ion into the circulation without causing 
arsenic poisoning. There are very few people 
who can break down this material, but one in 
several thousand would not be an unexpected result. 
In cases of renal disease it seems inadvisable to 
introduce salvarsan. There are a few cases in 
which, apparently, the kidneys become permanently 
diseased, but in these cases the disease did not 
date from the injection of the salvarsan, but was , 
aggravated by it. Occasionally I have seen albumen 
in the urine after injections of salvarsan, but it has 
only been transitory. Administered as salvarsan 
intra-venously arsenic is apparently all excreted 
within four days, or slightly more, after its injection 
into the veins. If it is injected intra-muscularly of 
course the excretion takes longer, because the 
absorption is comparatively slow. A large number 
of cases have come under my observation ; the 
details of these are not of interest, and there¬ 
fore I have told you only the main points, but not 
withheld anything in favour of or detrimental to 
the drug. 

August 28 th y 1911. 


THE ACUTE, THE SIMPLE, AND 
THE TUBERCULOUS ENLARGE¬ 
MENT OF GLANDS.* 

By DUNCAN C. L. FITZWILLIAMS, Ch.M., 
F.R.C.S. 


Gentlemen,— I take as my subject to-day a 
condition which from its commonness has more 
practical importance than academic interest. I 
am going to refer to some inflammatory affections 
of glands, more especially the adenitis of child¬ 
hood, paying attention chiefly to the simple and 
the tuberculous forms. 

I may as well start by tabulating the chief forms 
of adenitis which are met, and this may be done 
as follows : 

(1) Acute—suppurative and non-suppurative. 

(2) Chronic— (a) simple; (/;) tuberculous; (c) 
syphilitic; (d) lymphadenoma; (e) lymphatic 
leukaemia; (/) new growth. 

After referring shortly to the acute form, I 
intend to confine my attention to the consideration 
of the first two headings of the chronic list, 

| namely, the simple and the tuberculous forms. 

That acute adenitis is common in childhood 
I is not surprising when we take into consideration 
the large number of minor injuries which are 
received at this age, but why it should be so 
extremely common in infants is not at first sight so 
apparent. The reason becomes obvious, however, 
if we consider the function of the lymphatic 
system. The duty of the glands is to act as 
a filter on the course of the lymphatic vessels 
so that organisms and their toxins which have 
entered from the free surfaces are prevented from 
reaching the general circulation. Now the skin 
and mucous membranes in very early life are 
extremely delicate. Previous to birth they have • 
had every protection, and irritation has been 
reduced to a minimum; from birth onwards their 
freedom from irritation depends entirely on the 
care and attention bestowed on them. Both these 
free surfaces become irritated with the greatest 
ease, intertrigo being common in the skin and 
catarrhs in the mucous membranes. Absorption, 
too, of deleterious materials, takes place through 
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these surfaces much more readily in infancy than j 
in later years, and the great relative increase in 
adenoid tissue found throughout the system in the 
young is Nature’s method of defending herself 
from this liability to invasion. So that the pre¬ 
valence of acute adenitis in infants among the 
poor is to be accounted for by the highly absorbent 
character of the free surfaces rather than by 
any increased susceptibility on the part of the ■ 
lymphatic system. j 

Experience shows that the glands about the 
head and neck are infected in about 80 per cent. I 
of the cases, while the glands into which the ! 
lymphatics of the upper and lower limbs drain 
divide the remaining 20 per cent, about equally 
between them. The preponderance of the first 
group is due to the larger area of skin which is left 
uncovered, and therefore exposed to injuries, and 
also to the complicated nature and functions of the 
mucous membranes drained by this set. The 
exciting causes of acute adenitis need attention 
both from the point of recognition and of treatment, I 
but in addition these causes will be found to be j 
very similar to those which produce chronic 
adenitis. They resolve themselves into the causes 1 
of septic infections of the skin and mucous j 
membranes through which septic organisms have 
gained access to the glands. The common 
organisms are the staphylo- and streptococci; some¬ 
times both are found together, but more often one 
or other is found in pure culture; suppuration, even 
when occurring during the course of diphtheria, 
scarlet fever or measles is still due to the organisms 
just mentioned. But occasionally even in quite 
young infants an abscess may be opened in the 
neck, and the unmistakable odour of the pus 
proclaims the presence of the Bacillus coli 
communis . 

The lesions of the skin which commonly cause 
suppuration are intertrigo behind the ears and 
in folds of the neck, scratches and sores, impetigo 
contagiosum, blepharitis, pustular eruptions, eczema, 1 
and the irritation of pediculi ; while the lesions of * 
the mucous membranes of the oral, nasal, and | 
tympanic cavities are frequently infections set 1 
up by such causes as colds, catarrhs, erupting 
or carious teeth, stomatitis of various forms, and 
septic invasion of the crypts of the adenoid tissue 
of the pharynx. j 

Clinically the glands become enlarged and 


tender, while pulse and temperature show the 
general reaction to the invasion. Whether or not 
the glands suppurate depends chiefly on the 
virulence and amount of the infection ; but I 
do not intend to spend time in going into details 
as to the formation of an acute abscess. If the 
gland breaks down and pus forms then the pus 
must be discharged with or without surgical 
assistance. 

But you will meet from time to time cases in 
which newly born infants are brought for treatment 
suffering from multiple abscesses not confined to 
the glands, but situated within the subcutaneous 
tissues all over the body. Sometimes many scores 
of such abscesses form in a short time, and as fast 
as they are opened fresh ones appear. Curiously 
enough, although the child looks thin and is ill- 
nourished, it seems, apart from this, to be little 
troubled by the profuse suppuration, there is no 
temperature,.and no general reaction on the part 
of the body. These abscesses resemble cold 
abscesses in their lack of reaction, and for that 
reason have been thought and said by many people 
to be tubercular. They are not, however, tuber¬ 
cular, and differ from true cold abscesses in the 
rapidity of their appearance, and the fact that no 
tubercle bacilli are found in the pus. They are 
caused by a general infection with a non-virulent 
coccus, usually Staphylococcus albus , and vaccina¬ 
tion with the organism is a great help in treatment. 

Coming now to the chronic forms of adenitis, 
that form which we term simple is merely the 
result of repeated or prolonged infection. Repeated 
enlargement in response to attacks of irritation and 
infection which have not been severe enough to 
result in actual suppuration leave the glands in a 
chronic state of hyperplasia. Prolonged irritation 
brings about the same result, although in both 
cases the infection may not have been severe 
enough at any time to create sufficient enlarge¬ 
ment and tenderness to cause anxiety and doubt 
as to whether suppuration is about to take place. 

Clinically the child looks anaemic, rather thin 
and weakly, a condition which is better compre¬ 
hended under the term “ debility.” The glands on 
either side of the neck can be felt enlarged, perhaps 
only to a slight degree; usually many glands are 
involved, and frequently the whole chain is affected. 
The site of the irritation determines which group 
of glands is involved. The glands are freely 
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movable, unless they have just received a fresh dose 
of infection, when they will be in a state of subacute 
inflammation, larger than usual, slightly tender, 
and then more or less matted together by the 
periadenitis and oedema which takes place around 
each. The child is not infrequently brought for 
treatment for the first time during or shortly after 
one of these exacerbations which have drawn 
attention to the condition. Under proper treat¬ 
ment the attack passes off, and the glands subside 
again to their former condition of moderate 
enlargement. Often the child has a typically 
adenoid facies, but in any case investigation will 
probably reveal the source of the sepsis. 

Irritation of the skin from sores, eczema, 
impetigo or pediculi if neglected usually brings 
its own reward in‘the shape of acute adenitis, 
suppuration and abscess formation ; but this is not 
so inevitable in case of irritation of the mucous 
membranes, and chronic adenitis is far more 
frequently kept up by the mucous membranes 
than by the skin. I shall therefore deal a little 
more fully with this subject. The simplest causes 
of irritation are colds and catarrhs of the nose and 
mouth, which may pass on to the air-passages, 
causing a slight amount of cough. In debilitated 
children these are often started by the eruption of 
the teeth, and later by infection from septic teeth. 
I cannot speak too strongly against the practice 
which is so common in the hospital class of patients 
of allowing the temporary teeth to rot out of 
themselves. Another fertile cause of catarrhs is 
enlargement of the tonsils and adenoids, and this 
acts in many ways. By causing nasal obstruction 
and mouth-breathing the mucous membrane of 
the mouth becomes dried and irritated, but in 
addition the tonsils and adenoids themselves 
become a great source of infection. Their enlarge¬ 
ment deepens their crypts so that they drain 
badly, debris collects in the crypts, and becomes a 
breeding-place of organisms, which by their presence 
still further aggravate the condition. There is, I 
believe, some relation between the decayed state 
of the teeth and the enlarged tonsils, for you 
find the two associated together with great regu¬ 
larity. It maybe that Nature tries to counteract 
the sepsis of the teeth by hypertrophy of the tonsils ; 
or, on the other hand, the hypertrophy of the 
tonsils and adenoids and nasal obstruction, with 
the mouth-breathing which results from it, may 


predispose to the destruction of the teeth by 
exposing them to the air, and alternately wetting 
and drying them. At all events, whichever it is 
! that starts first, the two conditions form a vicious 
1 «ircle and have a deleterious effect on each other. 

I The hypertrophy of the tonsils and adenoids has 
! a further influence by causing a swelling of the 
j mucous membrane over the turbinals to take 
place, which still further obstructs the passage of 
air through the nose. This causes the continual 
watery discharge from the nose, which is accom¬ 
panied by frequent sniffing, so characteristic of the 
child who is suffering from adenoids. Swelling, 
too, about the opening of the Eustachian tubes 
obstructs the outlet from the ear, and frequently 
starts or helps to keep up a chronic ear discharge. 

But, gentlemen, in addition to all these obvious 
! and widely recognised evils there is another I 
should like to emphasise. I have said already 
that these children frequently appear anaemic and 
seem debilitated, a term which has no very strict 
definition, though I think you all know what I 
mean by it—pallor of the mucous membranes, a 
pasty white look of the face, a general lack of flesh 
and want of tone : it is the very opposite of rude 
| health. If you think of a case of acute septic poison¬ 
ing you will recognise the same clinical picture, but 
of course much more rapidly produced. But it is 
' not so generally recognised that this chronic state 
of debility is simply due to chronic septic poisoning 
i from continual septic infection, and that the chronic 
adenitis which accompanies it is evidence merely of 
1 Nature’s efforts at self-defence by' producing an 
hypertrophy of the glands. The great source of 
this sepsis lies in the teeth and the tonsils. In the 
cases I show you the teeth have all been attended 
to and the tonsils removed, but look in the mouth 
; of the case which comes for the first time : three or 
four teeth are badly decayed, the gum is ulcerated 
j round one temporary molar, which is turned on its 
side with its fangs exposed, forced up by the growth 
of the permanent tooth below it, which in its turn 
is deflected from its proper course. It is no 
uncommon thing to find two or three sinuses in the 
gums discharging pus into the mouth as the result 
J of alveolar abscesses which formed months pre- 
j viously. The tonsils, though large, often do not 
reveal their septic contents until they are squeezed 
I in the process of removal, when large firm yellow 
masses are pressed from their crypts, or long thick 
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yellow threads are seen to coil their way out from 
the depths of their narrow recesses, and not 
infrequently actual pus is found. 

This yellow material has a most offensive smell 
and swarms with organisms, the toxins of which 
readily permeate the tonsils in the same way as 
that of the diphtheria bacillus. I therefore repeat 
to you that this chronic state of debility is the 
result of chronic sepsis, and the cure of the former 
lies in the removal of the latter. 

Simple chronic adenitis may of course last for 
years, but ultimately one of three things happens: 
In the first place resolution may take place on the 
removal of the irritation—this is the result we all 
hope for and can easily bring about. Secondly, 
acute adenitis and suppuration may supervene, and 
after the abscess has been opened and drained 
the condition may get well, or if the source of 
irritation remains the adenitis resumes its former 
character. Thirdly, the simple adenitis may 
become a tuberculous adenitis from the advent of 
the tubercle bacillus. I shall therefore leave the 
subject at this stage while I make a few remarks on 
tubercle generally. 

Age can hardly be said to have a greater influence 
on any disease than it has on the onset of 
tubercle, but its influence is most marked when we 
compare the different tissues which are attacked at 
the different periods of life. 

Even in childhood definite periods can be 
mapped out. In early infancy tabes mesenterica 
is common, that is, infection of the lymphatic 
glands of the abdominal region ; a little later and it 
is the glands of the thoracic cavity, especially those 
about the root of the lungs, which become infected; 
and later still it is the cancellous tissue of the 
bones in the region of joints which are attacked, 
and at this period, too, the glands in the neck 
manifest signs of infection. Now what is the 
explanation of these waves of. susceptibility which 
sweep over the various tissues? If you examine 
closely you find that the liability to tubercle 
corresponds to a period when the susceptible 
tissue is most liable to irritation and injury. 
During the period of the gastro enteric troubles of 
infancy tabes mesenterica prevails ; while the period 
of bronchitic troubles last infection is found in the 
chest; throughout the time when stumbles and falls 
are common the limbs are continually subjected to 
slight injuries, tubercular joint disease starts, and it 


j is during the age when simple chronic adenitis 
is prevalent that the glands are most often infected 
j with tubercle. 

It is quite safe to say that tubercle very seldom 
1 affects the glands in the neck unless those glands 
t have been injured by previous inflammation. 

I The ability of tubercle bacilli to pass through 
j healthy mucous membranes may perhaps be 
doubted, but certain it is that they can and do 
easily pass through the mucous membranes in 
many inflammatory conditions; it must be re¬ 
membered that by the time the glands are 
manifestly tuberculous the carious temporary 
teeth may be shed, the adenoids shrivelled and no 
j longer giving rise to symptoms, while the tonsils 
may be fibrous, contracted, and apparently innocent, 

I nevertheless, if they themselves have not been the 
! portals of direct lymphatic and subsequent 
glandular infection, they have by their chronic 
irritation prepared a favourable nidus for the 
growth of bacilli which have been carried to 
! the glands by the blood-stream. In the majority 
! of cases the irritated mucous membranes not only 
prepare a suitable soil, but also provide for the 
ingress of the seed. 

It may be very difficult to decide whether an 
j enlarged gland is still simple or has already 
become tubercular, but clinically glands which are 
j persistently enlarged may be suspected of tuber¬ 
cular infection when they take on a greater 
I hardness and a greater smoothness than before, or 
when the process shows a steady spread from 
gland to gland, or when matting together of 
the glands becomes well marked. 

1 Later on when caseation and softening take 
I place the diagnosis is a simple matter. 

Tuberculous glands when well marked can be 
divided into two clinical types: one in which there 
| are few glands infected, but each gland is increased 
j considerably in size, and the other when many 
| glands are involved, but none are of any great 
, magnitude. 

In the first or large gland type, the glands 
usually affected are felt first in front of the sterno- 
mastoid immediately over the bifurcation of the 
carotid. The glands are firm, and to begin with 
I each individual gland can be felt separately, there is 
; little periadenitis, and the mass is therefore freely 
movable. Later matting is more pronounced and 
! the individual glands are merged into a single large 



330 The Clinical Journal.] 


MR. FITZWILLIAMS. 


[Aug. 30, 1911. 


mass. Infection is liable to spread till large j 
prominent swellings are gradually formed in the | 
neck. These glands or masses of glands vary j 
in size from time to time in response to septic i 
absorption or fresh infection with tubercle, they 
caseate early, and soften very rapidly once they 
start. Owing to the relatively small amount of 
periadenitis the whole mass may soften and form | 
one abscess, which if left to itself may open and 
discharge through a single opening. 

In the small gland type many glands are attacked 
but none seem to assume a large size. From the 
very commencement, there is considerable peri- j 
adenitis and 'matting together, so that the whole 
chain feels rather fixed. The growth of the j 
glands and the spread of infection is slow, and | 
the disease is much more chronic than in the j 
last form. It is as if the periadenitis and the j 
formation of dense fibrous tissue around each area 
of infection served to shut it in and prevent and 
retard the spread along the lymphatics. This type 
is much more likely to calcify and subside into 
small hard nodes which remain quiescent and 
apparently cured for long periods, but it must be 
remembered that sooner or later 6o per cent, and j 
perhaps more of tuberculous glands in the neck 
break down and discharge. Probably they are 
started into activity by some fresh absorption 
which stirs up the tubercle, which may have been 
quiescent for years. This must be the explanation 
for the breaking down of glands in old people 
where the glands discharge calcareous matter the 
hardness of which reveals its ancient nature; 
these senile glands are nearly always of the small 
gland type, and are, I believe, always old glands , 
reawakened into activity. When the small gland | 
type do break down collections form at intervals i 
over a long period, and these when left to them¬ 
selves point at different places, so that more 
unsightly scars are left than in the more acute large 
gland type. ( 

The treatment of tuberculous glands and that of ; 
simple adenitis cannot well be separated; indeed, j 
if one may perpetrate an Irishism, I should say 
that the most efficient treatment of tuberculous 
glands is carried out before the tubercle bacillus 
has begun its ravages, and while the adenitis is 
still simple in nature. 

The presence of enlarged glands, as I have ! 
already said, indicates that there is an area through 


which sepsis has been admitted, and you must find 
and deal with that area rather than with the glands. 
Any kind of irritation of the skin of the face and 
scalp must be sought out and treated. As a rule 
this form of irritation is easily found and as easily 
allayed. The teeth must be examined and their 
condition noted and rectified, special attention 
being paid to the gums to detect sinuses from old 
alveolar abscesses connected with the septic 
fangs. 

If the adenitis is marked over the bifurcation of 
the carotid, and has been present for some time, 
it is as well to remove the tonsils and adenoids 
altogether. This may seem to be a haphazard 
recommendation, but picture to yourselves a 
patient who comes to you with a small sore on 
the hand ; the sore looks quite innocent, and you 
at once make up your mind that it is likely to heal 
under the scab which is over it, but on examining 
the axilla you'find a well-marked adenitis. 1 do 
not think any of you would hesitate to reconsider 
the opinion you had formed as to the harmless 
character of that sore. It is the same thing with 
glands in the neck. 

In many cases the tonsils are not apparently 
enlarged, and may look quite innocent, but their 
character is to be judged by the condition of the 
glands into which they drain rather than by any 
appearance of the throat. 

The eye can only see the surface of the tonsils ; 
the glands betray the nature of the contents of the 
crypts. Of course, if the septic condition is 
obvious, there is no difficulty, but I am speaking 
of cases where you may perhaps harbour doubts as 
to whether the removal of the tonsils and the 
adenoids is really called for. Of the less radical 
methods, such as painting the throat with various 
antiseptic preparations, 1 need only say that little 
permanent good is to be expected from them. 
The sepsis lies in the depths of the crypts far 
beyond the reach of such applications. 

When the tonsils are large, and by their size 
produce obstruction, then removal by the guillotine 
is sufficient, but tonsils which are flat and situated 
chiefly within the soft palate may produce enlarge¬ 
ment of the glands by their concealed sepsis, and 
for these there is no treatment so good as complete 
enucleation. Any adenoids that are present should 
be removed at the same time. After this opera¬ 
tion simple breathing exercises should be ordered 
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to cure the mouth-breathing which has become 
habitual. 

Of general treatment, in the poorer class children 
if a visit to th§, country or the seaside can be 
arranged it is a great benefit, but is not always 
possible, but among the better class a change of 
air is seldom a difficulty. I am in the habit of 
ordering syr. ferri phos. co. 5j. t.d.s ., to which 
is added liq. arsenicalis ITTij, and this I believe 
is even more benefitial than cod-liver oil, although 
both medicines can be given at the same time if 
preferred. Injections of tuberculin are given as a 
matter of routine every fortnight to all cases where 
the glands are definitely tuberculous, commencing 
with -TooiR) to to< 3(jy mg. according to the age, 
and being incieased gradually to or even 

to u<>> any feverishness after the injection 
being taken as an indication that the dose is too 
large. Of local treatment applied to the glands 
themselves in the early stages the less said the 
better. Applications to the skin over them only 
serve to irritate it, and cannot be said to benefit 
the glands in any way. 

Operations have to be performed in a large 
number of cases, and their success and extent 
largely depend on whether the time for their 
performance is well or ill chosen. 

If the gland when first seen has already softened 
and formed an abscess under the skin, it should be 
opened and the broken-down material evacuated; 
but it must be remembered that in a large number 
of cases the abscesses under the skin are but the 
reservoirs of liquefied material which has found its 
way through the deep fascia from the glands 
beneath. The passage through the fascia must be 
found, enlarged, and the remains of the gland 
removed with a sharp spoon. The cavity is then 
dried out and the incision sewn up without drainage. 
If the abscess has been opened before the skin has 
become red and aseptic precautions have been 
taken, there is no difficulty in getting primary j 
healing, for no septic organisms are present. If, 
however, the skin is already adherent and congested, 
organisms are very apt to get into the abscess from 
its deeper layers, also the nutrition of the skin is 
poor, and in such cases the suture line may break 
down later. ! 

If the abscess is allowed to break and discharge 
by itself a sinus results which will continue to 
discharge for a variable time. Now the length of | 


time it will discharge depends on certain factors. 

; If the whole gland has softened, broken down, and 
I liquefied in the formation of the cold abscess, then 
everything will escape when the collection bursts 
and the sinus will soon dry up and heal. But if 
only a part of the gland or part of a mass has 
softened and discharged, while part has remained 
I behind, then the sinus will continue to discharge 
1 on and off till all has come away. In such cases a 
1 hard lump can be felt down to which the sinus 
leads. 

The clearing out of the remainder of the 
gland may help the sinus to close up. But it 
is important not to try and do too much, but to be 
content with cleaning out the gland tissue from the 
inside of the thickened fibrous capsule and not to 
break through the capsule, for now the wound is 
infected with many kinds of organisms, which if 
given the opportunity may spread along fascial 
planes or gain access to other tubercular foci. 
Nearly all the troubles which have followed scraping 
operations have occurred through the neglect of 
this precaution, and very grave results have ensued 
on the performance of these simple operations. 

If other glands are present it is much better to 
let the sinus heal up soundly and then later deal 
with the whole mass through a fresh and clean 
incision, excising the old scar if necessary at the 
same time. 

By far the most satisfactory operative method of 
dealing with tuberculous glands is to excise the 
whole mass before there is any suspicion of a 
mixed infection. It requires a good deal of 
experience and judgment to be able to decide 
accurately in each case when the right time for 
excision has arrived, but it is better to err on the 
safe side and remove glands which might possibly 
not require operation for some months than to 
wait till the glands soften, break down, and become 
infected or burst of themselves. 

If the glands remain stationary in spite of 
treatment or continue to enlarge, or the infection 
spreads to neighbouring glands, excision should be 
decided upon. Immediate operation is urgently 
called for if there is any suspicion of softening in 
the individual glands. It is well to remember that 
glands which are tuberculous even though they 
appear stationary will in the majority of cases break 
down and discharge sooner or later if left to 
themselves. In the operation of excision the scar 
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should be so arranged as to fall into the natural 
folds of the neck. The affected glands together 
with the gland-bearing fascia should be dissected 
from off the carotid sheath, so that many glands 
which appear healthy are removed at the same 
time; if examined subsequently many of these will 
be found to contain small caseous foci. As far as 
possible the masses should be removed without i 
tearing them apart and without rupturing the 
glands themselves, as it is important to prevent 
infection of the wound by the escape of the tubercle 
bacillus from the glands and lymphatics. A true 
dissection with the knife or scissors, especially j 
when close to the jugular vein, is far less dangerous ! 
than tearing and roughness, and is far more 
thorough and efficient. 

I do not need to go into the details of these 
wearisome operations; they are often harassing to 
the last degree from the matting of nerves and 
veins into the mass. Plenty of time and patience 
are essential to success. When all the glands are 
removed, the vessels are caught, and the oozing 
stayed by hot saline, and the wound is dried and 
sewn up, the subcutaneous tissues being brought 
together with buried sutures to eliminate any dead 
space. The skin can be brought together by a 
subcutaneous suture so as to do away with stitch- 
marks, a drain put in at one end of the wound 
or through a separate incision. A considerable 
leakage of lymph is to be expected after an 
extensive excision as many lymphatic vessels are 
cut; the wound therefore should be dressed on the 
second or third day and the lymph let out, and 
this procedure repeated as often as necessary; 
stagnating lymph and blood-serum if left may form 
a suitable pabulum for the growth of any bacilli 
which may have remained in the wound. A regular 
flow of serum from the wound for a few days is not 
such a disadvantage as it sounds, as its opsonic 
value is often high while that of stagnant lymph is 
usually very low, and may even be absent altogether. 

Rest to the tissues is x important, so that the 
bandages should be carried up round the head and 
also down round the chest below the axilke; three 
or even more bandages are necessary if the neck 
and head are to be immobilised efficiently. In 
addition to this a sand-bag may be placed on each 
side of the head for the first few days to ensure 
rest to the neck. There is always a desire on the 
part of the patient to dispense with the bandages 


at the earliest moment, but it is wise to keep them 
on for a week or even longer after the wound is 
soundly healed so as to allow the cicatrix to become 
firm. The unsatisfactory result that is to be feared 
after excision of tuberculous glands is that the scar 
which was firmly healed may break down partially 
at a later date. When this takes place it is due to 
the infection of the wound with the tubercular 
bacilli which multiply in the tissues giving rise to 
a tubercular cellulitis, which gradually breaks down 
the scar; caseous material is then discharged and 
sinuses develop, causing disappointment and worry 
to all concerned. To guard against this I repeat 
that the operation must be thorough, to remove 
as much disease as possible; carefully performed 
so as to prevent infection of the wound ; while any 
effusion of lymph or serum must be allowed to 
escape, and prolonged rest given to the tissues so 
that the scar may become firm, and Nature will 
then deal with any stray bacilli which may still be 
present. 

Tuberculous infection of the glands in the neck 
is more often followed by tuberculous lesions 
elsewhere than is infection of a joint or a bone, for 
the glandular focus is situated very near the point 
where the lymph enters the veins at the root of the 
neck, and a general infection of the blood-stream 
may easily take place. Even in satisfactory cases 
of excision the general treatment must be continued 
and the case kept under observation for a con¬ 
siderable time. 

August 28th , 1911. 


Chloroform during Sleep.— On two occasions 
Jefferiss has given chloroform to children without 
awakening them. The anaesthetic was given on a 
modified Skinner's mask, which until the breathing 
showed signs of the patient being under the 
influence of the chloroform was held slightly away 
from the face. Before the corneal reflex dis¬ 
appeared the child allowed the mask to be laid on 
the face, and, although some slight movement of 
the head was made, there was no disturbance. The 
pupil, of course, could not be examined from the 
| beginning of the anaesthetic, but when first examined 
j was moderately contracted and responsive t 0 
j light. Both children were about six years of age.— 

. Journ. vol. lvii, No. 5. 
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THE INFLUENCE OF SYPHILIS 
ON TUBERCULOUS INFECTIONS 
OF THE HUMAN BODY.* 

By D’ARCY POWER, F.R.C.S.Eng. 

Mr. President and Gentlemen, —So little 
attention has been paid to the interaction of 
diseases that I was glad when your secretaries 
invited me to supplement Dr. Nathan Raw’s papert 
this evening by a short contribution on similar 
lines. I 

The interaction of infective diseases has in- 1 
terested me ever since I was a surgeon to the 
Victoria Hospital for Children at Chelsea, and 
learnt by repeated experience that a wound always | 
suppurated when a child was operated upon in- ; 
advertently who was sickening for one of the 
exanthemata. To-night, however, I am not allowed 
to wander discursively through this wide and 
promising field, because I am instructed to confine 
my observations to the influence of syphilis on 
tuberculous infections. But it is difficult to do 
this, because the more we know of syphilis and 
tubercle the more we recognise that they are 
merely classes in the great sub-order of infective 
disease, and that we are only dealing with a small 
and in no way specialised part of a very large 
subject. The intimate relationship between syphilis 
and cancer of the tongue and between syphilis and 
phagedaena, as well as the alteration of type which 
malaria impresses upon syphilis, have long been 
known, but it is only of late years that any stress 
has been laid upon the relationship of syphilis to 
tubercle. There is a general belief that the tuber¬ 
culous bear syphilis badly, and this is probably the 
answer which would be given by anyone who was 
asked offhand about the influence of syphilis upon 
tuberculous persons. The French, indeed, have 
.gone a step further, and have formulated their 
knowledge in the pithy statement that “syphilis 
makes the bed on which tubercle is born. ,, 

A moment’s reflection will show that the relation¬ 
ship of syphilis and tubercle cannot be disposed of 
quite so summarily, for the two diseases may be 
found under widely differing conditions. 

• Delivered before the Medical Society of London. 

f Published in the Clinical Journal, August 23rd, 
1911. 


a. Inherited. 

(i) A child with heredo-syphilis may acquire 
tubercle. 

(ii) An adult with heredo-syphilis may become 
tuberculous. 

k. Acquired. 

(i) An adult with active tubercle may acquire 
syphilis. 

(ii) An adult who has acquired syphilis may 
become tuberculous late in life. 

Such a classification shows that syphilis and 
tubercle may be active at the same time in the 
same individual; they may overlap, or they may 
be widely separated in point of time. Each con¬ 
dition has its own prognosis, and the results of the 
various combinations, therefore, cannot be summed 
up in a single sentence. Our knowledge of the 
subject is slight at present, but the object of my 
paper will be fulfilled if it induces medical men 
to record any observations they are able to make 
upon the interaction of syphilis and other diseases 
of microbic origin. It is probable that some 
remarkable results would be thus obtained either 
for or against the thesis. The evidence we have at 
present is regarded by many as coming from a 
tainted source, that is to say, it is furnished by those 
who have made a special study of syphilis, and who 
are therefore suspected of being prone to see the 
disease in every malady. 

Formerly, it was a matter of clinical diagnosis to 
distinguish between syphilis and tubercle. The 
advance of pathology has now afforded scientific 
data. Wassermann’s test, a cytological examina¬ 
tion of the cerebro-spinal fluid, the demonstration 
of the spirochaete under the ultra-microscope make 
certain the syphilitic aspect of a case, whilst tuber¬ 
culin and the results of guinea-pig inoculation are 
helpful in doubtful tuberculous manifestations. Of 
j this I have just had a good example in the case of 
; a girl, aet. 8 years, who was admitted into St. 

' Bartholomew’s Hospital under my care on 
December 22 nd, 1910, with symmetrical synovitis 
of both knees, resembling in every way “ Clutton’s 
joints.” A Wassermann test was negative, and 
1 there was no characteristic reaction when tuber- 
| culin (new and old) was injected subcutaneously on 
| five separate occasions. Fortunately, some .of the 
I synovial fluid was injected into a guinea-pig, which 
, died on January 25th, 1911, with undoubtedly 
| tuberculous lesions. The advance of pathology* 
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therefore, has saved this child from a long course of , 
anti-syphilitic treatment, and has enabled us to treat 
her at once on the ordinary lines. 

(a) Tubercle and Inherited Syphilis. 

My attention was first drawn to the interaction 
of syphilis and tubercle by the following cases: 

Case i : Chronic leukoplakic glossitis ; death from 
phthisis .—A young lady, unmarried, set. 24 years, 
came under my notice in 1902 on account of a ; 
sore tongue which she said had followed an attack j 
of pneumonia five years previously. Examination j 
showed that her tongue presented all the appear- j 
ances of a chronic sclerosing glossitis, such as is | 
usually seen in old syphilitic subjects. I had no I 
hesitation in diagnosing it as a case of inflammation j 
due to inherited syphilis, for the acquired form was j 
beyond the bounds of reasonable probability, j 
The patient was a well-nourished and attractive 
young lady, but all treatment for her tongue j 
proved unavailing. The fissures became extremely 
painful, and she died of pulmonary phthisis in 1905. 

I believe that the true story in this case was 
delayed heredo-syphilis brought into action by the 
pneumococcus and subsequent infection with the ] 
tubercle bacillus. j 

Case 2.—An unmarried woman, set. 39 years, was 1 
admitted into St. Bartholomew's Hospital under 
my care in February, 1907, suffering from a sore 
tongue, which she had noticed for nine months. 
She complained of constant pain in her tongue, j 
which was in the condition of a chronic ulcerating 
glossitis. It differed from the ordinary syphilitic 
form because it was discharging pus from one or 
two nodules on the side of the tongue, and yet was 
in no sense a tuberculous ulceration of the usual 
type. The patient was an anaemic woman with 
very scanty hair. She had suffered from some 
painful affection of her eyes when she was a child; 
she became deaf about the time of puberty, and | 
had remained so ever since. 

Examination of the tongue showed that it was 
capable of free movement, though she usually kept 
it as still as possible, because talking and eating 
increased the pain. A fungating ulcer was situated } 
upon the left side of the dorsum of the tongue and j 
rather upon the under surface. Its margin was 
indurated and the surrounding part of the tongue 
was deprived of papillae, and was fissured exactly 
like a tongue affected with chronic syphilitic 


glossitis. Pressure upon the left side of the tongue 
caused pus to exude from a number of small holes, 
whilst on the right side there was only a single 
aperture from which pus could be squeezed. 
There was an enlarged lymphatic gland beneath 
the chin and numerous shotty glands at the back 
of the neck. 

I made a diagnosis that the patient was suffering 
from a chronic inflammation of the tongue due in 
all probability to inherited syphilis, though it closely 
resembled tubercle and cancer. A piece of the 
edge of the ulcer was removed for histological 
examination, and in due course a report was 
received saying that it was certainly not cancerous. 
The patient did not react to repeated doses of 
tuberculin, but under the action of mercury and 
potassium iodide the pain and salivation quickly 
disappeared, and the ulcer on the right side of the 
tongue soon healed. In the course of a month the 
anterior third of the tongue underwent so much 
sclerosis that it was crossed transversely by a deep 
fissure which made it look as if the tip was about 
to drop off. The patient died six months later 
from exhaustion produced by ulceration of the 
floor of the mouth. 

I believe that in this case the patient had 
inherited syphilis, manifesting itself by deafness 
and interstitial keratitis in early life. She remained 
well until the menopause, when a tuberculous 
inflammation was grafted upon a tongue weakened 
by chronic glossitis. 

The effect of treatment in these two cases of 
syphilis and tubercle is interesting. In the first 
case neither mercury nor potassium iodide had any 
effect; in the second case these anti-syphilitic 
remedies were beneficial for a short time, but the 
tubercular action pursued its course rapidly and 
without any check. 

Case 3.—I am indebted for the notes of the next 
case to Mr. C. F. Winkfield, of Finchley. I saw the 
patient with him at the Finchley Cottage Hospital. 
He was a man, set. 32 years, who was suffering 
from advanced tuberculous disease of the left 
ankle. His head was covered ^ith the white scars 
of a serpiginous ulceration due to long antecedent 
syphilitic cranio-tabes, and his right arm was the 
seat of a scar where the epitrochlear gland had 
suppurated. We ascertained that as a child he had 
been treated for abscesses in the hand and right 
arm near the elbow-joint and that at the age of 
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twelve he began to walk badly. He was treated 
at St. Bartholomew’s Hospital, where his leg was 
put into a plaster-of-Paris case. This was kept 
on for four months, and it was then replaced by 
leg irons. His ankle remained weak, and from 
time to time for the next eighteen years he had 
fresh plaster splints applied. Tor the last two 
years he has ceased to wear any support, and the 
present abscess associated with disorganisation of 
the joint showed itself six months ago. A Wasser- 
mann’s test proved negative, but the appearance 
of the scars on the head and arm were strongly 
suggestive of inherited syphilis. 

The family history was that the father was alive 
and well; the mother died at the age of thirty-four. 
Both parents were heavy drinkers. There were ten 
children of the marriage, of whom one brother died 
of stone in the bladder at the age of thirteen ; the 
others are alive and well. There were no mis¬ 
carriages. The patient himself had been married 
for five years. There were no children, but his 
wife had aborted once at seven weeks. 

(b) Tubercle and Acquired Syphilis. 

It is one of the commonplaces of syphilographers 
to draw attention to the frequency with which 
syphilis attacks pre-existing patches of lupus. Such 
a patch, which has been spreading at the slow rate 
which is usual in lupus under the influence of a 
syphilitic infection, spreads with alarming rapidity 
and may ulcerate deeply. The converse of this is 
where a syphilitic lesion afterwards becomes tuber¬ 
culous. Sir Jonathan Hutchinson gives an excellent 
account of such a case in the 1909 edition of his 
book on syphilis, which is a perfect mine of clinical 
facts and well-observed cases. He says (p. 189): 

Case 4. —“ The patient was a man whom I had 
treated four or five years previously for syphilis, the 
chancre* having been near the free edge of a long 
prepuce. He had been quite without symptoms for 
three years or more, when inflammation began in 
the scar which had been left. He consulted a 
surgeon, who recognised ‘ a recurrent chancre ’ and 
prescribed mercury. After about a month’s treat¬ 
ment, without result, he was brought to me. I 
could only confirm the diagnosis which had been 
given, for induration was extreme, and it was exactly 
in the site of the former sore. Ulceration had set 
in at two points, but in the first instance there was 
none. As the part affected offered peculiar facilities 


for complete removal I advised circumcision. This 
j was performed and the specimen sent to the Clinical 
Research Association, and in due course I received 
a report that the microscopic sections showed it to 
be a well-marked example of tuberculosis. Only 
one feature was absent : no tubercle bacilli were 
found.” 

Epithelioma of the penis is sufficiently common, 
but preputial tuberculosis is rare in my own expe- 
, rience. The conditions, however, are exactly those 
which lead to the deposition of tubercle in other 
parts of the body: a slight but chronic irritation 
and subsequent infection. 

The more difficult cases to diagnose and treat 
are those in which tuberculous joints supervene 
i years after infection with syphilis, and of these cases 
the following forms an example : 

Case 5.—A man, aet. 38 years, was admitted 
under my care into St. Bartholomew’s Hospital on 
I January 15th, 1907. He was the night porter at 
! an hotel, and came to the hospital saying that he 
was quite well until eight weeks ago. He then had 
a rigor followed by pain in his knuckles, fingers, 
wrists, and knees. The attack was probably due 
to influenza. AH the joints recovered except the 
| right knee, which remained red, swollen, and pain¬ 
ful. Many years ago he had syphilis, and both his 
1 parents had died of consumption. The tempera¬ 
ture of the patient was normal, and no evidence of 
tubercle could be found in his lungs. 

Examination of the right knee showed that the 
■ greater part of the swelling consisted of thickened 
I synovial membrane, though there was a slight 
excess of fluid in the joint. The thickening of the 
synovial membrane was not uniform, for a distinct 
band of less inflamed tissue ran transversely across 
the joint just above the upper border of the patella. 
The movements of the joint were free and smooth 
and the bones were not enlarged. I examined the 
joint through an incision on January 24th. There 
was a little turbid synovial fluid ; the whole synovial 
1 membrane was irregularly thickened, the cartilages 
were healthy and smooth. A piece of the thickened 
synovial membrane was submitted to the Patho- 
| logical Department for microscopic examination, 

1 and the report stated that the thickening was not 
tuberculous, but the arteries showed evidence of 
| extensive inflammation of the internal and middle 
coats, which in some places had caused complete 
obliteration of the lumen. 
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No improvement followed the operation, and the 
joint became more and more stiff until it was 
partially ankylosed. The patient was unable to * 
follow his occupation with a stiff knee, and I there- | 
fore amputated it through the middle of the thigh 
on April 8th. The patient appeared to be doing 
well from the day of the operation until April 18th, 1 
when he suddenly began to lose blood from the J 
wound in considerable quantities. This was con- j 
trolled by a firm bandage, but the bleeding recom¬ 
menced on the following day. I removed the I 
stitches and found that there had been no attempt ' 
at repair, as the flaps simply fell apart disclosing a 
general oozing from the surfaces, which were free 
from any trace of suppuration. The bleeding was 
arrested by the use of saline solution at a tempera¬ 
ture of 127 0 F., and the common femoral artery 
was tied, after which the patient made a good 
recovery. 

Examination of the joint after it had been 
properly injected and hardened in formalin 
showed that tbe articular cartilage on the inner 
condyle of the femur and covering the upper end 
of the tibia was succulent, blood-stained and pitted, 
the edges of the eroded portions being crescentic. 
In parts the bone was exposed. It was softened 
and rarefied, and some of the eroded bone showed 
a striation on the line of action of the joint. The 
synovial membrane was greatly thickened and 
oedematous. It was fringed where it overlapped 
the articular surfaces of the femur. The articular 
surface of the patella was separated from the femur 
by means of fatty, fibrous and blood-stained tissue, 
measuring 0 5 cm. in thickness, and this was 
continuous with similar tissue occupying the 
subcrural pouch, whilst the synovial membrane 
was so greatly hypertrophied as almost to hide the 
surface of the patella. The cartilage covering it 
was eroded in its outer part, and was vertically 
striated throughout, but there were none of the 
villi commonly seen in cases of osteo-arthritis. j 

I believe this to have been an example of 
syphilitic chondroarthritis, to whose existence ! 
attention was drawn by Von Gies and by Virchow. | 
Syphilis and tubercle, I think, played a part in its 1 
production, the exciting cause being influenza. 

Case 6 . —A few years ago I removed the testicle | 
from an old gentleman, aet. 80 years, who had suffered j 
from orchitis six weeks after recovery from an 
attack of influenza and pneumonia. The swelling 


involved the cord and the diagnosis lay between a 
new growth and tubercle. Anti-syphilitic treatment 
was adopted for a week, as the patient had suffered 
from syphilis many years previously, but without 
any diminution of the swelling. Examination of 
the testicle afterwards showed that the enlargement 
was due to a tuberculous inflammation, but the 
vessels were the seat of an endarteritis. There 
was very little evidence of the degenerative changes 
which are so usual in tubercle, and I believe that 
the syphilitic infection was a conservative factor in 
this case. 

| These are the points I wish to offer for your 
| consideration this evening and I will formulate my 
I present belief in a series of propositions, which may 
j either be traversed or approved as may appear 
I best to the fellows of the Society who are interested 
I in the subject: 

! (1) Children with heredo-syphilis often show 

signs of tuberculous disease of the joints in the 
form of a “gummatous” synovitis which does not 
improve beyond a certain point under treatment by 
i anti-syphilitic remedies. 

(2) In young adults born of syphilitic parents 
an attack of pneumonia or other infective disease 
may be followed by signs of syphilitic inflammation 
(syphilis hereditaria tarda). The syphilitic lesions 
thus manifested may become tuberculous and the 
patient may die of tuberculosis. 

(3) Adults who acquire syphilis whilst they are 
suffering from active tubercle are liable to have 
any pre-existing tuberculousipflammations rendered 

I much more active. It is to these persons that the 
1 generalisation applies—“The tuberculous bear 
syphilis badly. 1 ” 

(4) Old persons who acquired syphilis many 
years previously may be attacked by senile tuber¬ 
culosis. In such persons the disease runs a more 
chronic course than usual and there is less 
tendency to suppuration. 

August 28 th t 1911. 

Bone Tuberculosis. —R. Hammond states that 
in addition to outdoor life and good food he 
would emphasise sea-bathing, systematically, as an 
important factor in the treatment of these cases. 
It is a most valuable tonic, and, as the children 
improve in health, apparatus can be dispensed 
with at an earlier date than formerly.— Med. Rec 
vol. lxxx, No. 5. 
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A LECTURE 

UPON 

SOME ABDOMINAL EMERGENCIES 
FROM THE STANDPOINT OF 
A PHYSICIAN.* 

By F. J. POYNTON, M.D., F.R.C.P., 

Senior Physician in Charge of Out-patients, University 
College Hospital; Physician to Out-patients, 
the Hospital for Sick Children, Great 
Ormond Street. 


Ladies and Gentlemen, —I must first justify 
my qualification for dealing with a subject of such 
importance and practical interest as this—a duty 
the more necessary because nowadays we are all 
supposed to be “ specialists.” 

At the general hospital to which I have the 
honour to belong there is a rule, which possibly 
some of you may think antiquated, that all acute 
abdominal emergencies should be first seen by a 
physician. As a result, I have for some years now 
been studying this most difficult branch of medicine 
from a position of vantage, for I have been com¬ 
pelled to make up my mind upon urgent questions 
of diagnosis and treatment in which I have been 
aided by surgeons of high ability, by skilled 
assistants, and by the help of modern clinical 
methods. So far as possible, I have attended any 
operations dependent upon my decision, and lastly, 
have had opportunities of correcting any mistake 
or clearing up obscurities when death has followed. 

From a position such as this it is possible to get 
some real grasp of the peculiar difficulties of this 
branch of medicine. One hasjiot the joy of action, 
and an operation cannot obtrude itself upon one’s 
horizon so definitely as it must upon the surgeon’s ; 
one’s enthusiasm is oftentimes calmed by failure in 
diagnosis, and so, better, perhaps, than anyone else, 
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one can estimate the proportion of things. There 
is no difficulty in realising, for example, that an 
operation is strictly comparable to other methods 
of medical treatment in that it is not a “cure,” but 
a definite step taken to produce a cure or to obtain 
relief. However brilliant the diagnosis, and how¬ 
ever dexterous the operation, we cannot claim that 
our treatment has been successful, though appar¬ 
ently correct and well-intentioned if death follows 
as its result. An obvious assertion, but one perhaps 
not always remembered, as the famous remark, 

“ Messieurs ! II est mort, gu£ri,” serves to remind 
us. I think, too, in these days of specialism there 
is some value in the study of the course of an 
illness in a human being as distinguished from the 
snapshots of isolated incidents in the development 
of an interesting case with which we are so often 
driven to be content. 

From time to time I hear some wild sayings 
about the treatment of abdominal cases, which no 
doubt are only half-meant, but which nevertheless 
incline to do more harm than good—such a state¬ 
ment as this, for example, “in a doubtful case a 
laparotomy by a skilled surgeon is a mere nothing.” 

A laparotomy is in nine cases out of ten quite 
futile under such circumstances. It is not the 
laparotomy, but a search for the doubtful element 
in the case that is the essential, and in that search 
much may happen that cannot be foreseen, and ' 
therein lies the deceptive nature of a generalisation 
such as the above. 

Another statement I receive with great caution 
is one to this effect: “ Dr. or Mr. So-and-So cannot 
recall a case of appendicitis in which he has 
operated too soon, but he has often regretted that 
he has done so too late.” I am a believer in early 
operations for appendicitis, but I cannot say that 
I have never advised an operation or seen an 
operation which I have not regretted, not because 
it was done too late, but because the patient has 
succumbed under conditions which might not have 
arisen had no operation been undertaken. We 
assume for ourselves a wonderful acumen when we 
assert that a case must have died if it had not been 
operated upon, and the resources of Nature are not 
easily estimated. I suppose from time immemorial 
the medical man with his limited stock of know¬ 
ledge has always been somewhat impertinent in his 
judgment of Nature, and there is no obvious 
change in his attitude at the present day. Nature’s i 


I resources, I can assure you, are not to be estimated 
lightly. 

I Let me illustrate my meaning by a recent case, 
i A young man, set. 18 years, was seized with acute 
j pain in the right iliac fossa, and came to the 
1 hospital on the third day of the illness. The pulse 
| was strangely slow, he was in much pain, there was 
great diminution in abdominal movement, marked 
distension, and a considerable resistance in the 
right iliac fossa. I had no real doubt in my mind 
| that he had an abscess, with extensive, if not 
general, peritonitis, and though I feared we might 
be too late, I urged immediate operation. Pre¬ 
parations were made at once, and the operation 
1 done. There was a small abscess, a large appendix, 
distended with the foulest purulent material, and 
much adhesive peritonitis completed the picture. 
The appendix was removed. The operation was 
conducted without a hitch, and all of us w f ere 
delighted to find a condition which did not 
approach in severity that which was thought to 
have existed. Two days later this young man 
died of pneumonia. His chest, I may say, was 
clear before the operation. 

Now I am not going to say that that patient 
would have necessarily died if he had not 
been operated upon; even if the appendix had 
given way later, as seemed inevitable, he might not 
have succumbed, for it might have been shut off 
by adhesion, or even have burst into some part of 
the bowel. However, he took the anaesthetic very 
badly, and I suppose this was probably the exciting 
cause of his pneumonia. Wfyat, however, I -wish 
to emphasise is this, that a line of treatment, by ill 
luck if you like, here proved disastrous, and I am 
not prepared to say, although I should have much 
preferred to have seen the patient forty-eight hours 
earlier, that the operation was done too late. 

This is not the only case by any means in which 
I have not been able to comfort myself with that 
solatium , that if an operation had not been done 
the patient must have died; and I think there are 
a good many cases in which, though according to 
our present light we feel bound to advise operation, 
we have not the right to assume, if a fatal event 
happens, that Nature could not have come to the 
rescue if there had not been an operation. 

Let me make next a statement about abdominal 
emergencies which is obvious, and no doubt 
elementary. In such cases make a complete 
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-examination of the patient, and in this I do think j 
a physician is of assistance. Experience teaches 
me, and teaches us all, that given a striking and 
dangerous abdominal illness, we are apt to forget I 
the other systems. I think the training of a 
physician is such that, though he is thankful enough j 
to find anything definite, he is so often groping 
about to find any evidence of disease at all that a 
routine examination of a patient becomes almost 
a second nature. 

I have no intention of detaining you with the 
methods of abdominal examination, or of dilating 
upon the importance of rectal and vaginal exami¬ 
nations, and shall only say upon this point that 
palpation proves the great aid in diagnosis. In 
most of the cases I am concerned with bismuth 
meals and X rays are seldom possible. The history 
of the illness is of more importance in this class of 
case than in any, for, although we may be directly 
misled by an embarrassed single woman in some 
cases of ruptured ectopic gestation, against this we 
may put the avoidance of such unfortunate events 
as opening the abdomen for lead colic or for the 
gastric crises of tabes. 

The last preliminary remark I would venture is 
the warning against over-much reliance upon one 
sign or symptom—for example, obliteration of the 
hepatic dulness. That is a sign of great value, but 
it is hard to estimate its exact worth, since in many I 
cases, and whenever there is much flatulent 
distension of the upper part of the abdomen, there 
is difficulty in ascertaining whether resonance over 
the hepatic region is due to gas within or without 
the intestines. 

Again and again we find that there are two 
two classes in abdominal diagnosis. In the first 
class we predict the lesion and indicate the treat¬ 
ment. In the second class we arrive at the 
conclusion whether or not immediate operation 
is called for, but we either do not know what is the 
matter, or produce so many alternative diagnoses, 
that so far as the surgeon is concerned it comes to 
the same thing. Yet it is much better to make the 
mental effort of a diagnosis, however imperfect, 
than to degenerate into a mere shifter of burdens 
on to the broad shoulders of the surgeon, even if, 
when the time comes for our last hospital visit, we 
sum up our career in the words of a distinguished 
physician, “ Well, I am tired of guessing.” 

It is clear to you that in this lecture I shall only 


touch upon the fringe of my subject, and on this 
account I shall base my remarks throughout 
entirely upon my own experiences. 

Appendicitis. 

Naturally the first series of emergencies are 
connected with appendicitis, for these cases are 
extremely frequent. I do not pretend to explain 
this, but a sudden chill appeals to me as an 
important exciting factor. We shall no doubt 
soon see what influence, if any, standard bread will 
exert. I believe some will expect to see good results, 
and the future will not be wanting in interest upon 
this point. My remarks on this discussion-worn 
disease will not make the crooked path straight, 
but I want to show that there is in practical 
medicine at the present moment no rigid line to 
be followed which will bring invariable success, 
and that this uncertainty in treatment is well 
justified by facts. The first problem is this—Can 
we fortell if* we see a case at the outset whether it 
will run a benign or malignant course? My 
answer is, No. There are always unknown factors, 
and among them I would mention the position of 
the appendix in the particular individual, and his 
or her power of resisting abdominal infections. 

It follows, if this answer is correct, that we can 
never be quite certain whether our patient will 
need an operation, or not. 

The next point is this—Is appendicitis a local 
disease or the focus of intensity of a general one? 
Our answer here is clearly, in most instances, that 
it is a local disease. 

This, then, would seem the best solution of 
this problem. Given an accurate and very early 
diagnosis, a capable surgeon and anaesthetist, and 
suitable surroundings, operate at once. By this 
you remove the local focus and further protect the 
patient from any further attacks. Under such 
circumstances I am convinced that it is in most 
cases correct to put this advice before the patients 
or their friends. Nevertheless, I cannot believe 
that this can be a rigid rule which we should strive to 
force upon all patients. There are delicate children 
and adults who may have, so far as our reason¬ 
able judgment can apprehend, but a very slight 
attack, and there are, let me add, many mild 
attacks. In such cases as these the dangers of an 
operation may be greater than those of the disease. 
I cannot be persuaded that this is not true, nor 
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can I lose sight of the fact that accidents, unfore¬ 
seen and mysterious, may happen in all human 
undertakings. Do not all of us recall the unexpected 
death of a child after such an operation, the 
occurrence of some mysterious death in a young 
adult, classified under the convenient status /ym- 
phaticus , or the development of an unexpected 
peritonitis from some lapse in method, or an 
accident, owing to some strange difficulty in the 
position of the appendix ? Perhaps Nature makes 
more mistakes, but she deserves some trust. I 
have, too, put before you an ideal case, but every¬ 
one who is honest with himself will admit how 
difficult it may be to make a very early and 
accurate diagnosis in some cases of appendicitis, 
and so it must be that if we press an early opera¬ 
tion we have often enough to take upon ourselves 
the responsibility of a possibly' grave error in 
diagnosis. This is in my experience the great 
difficulty of the problem, and it reaches its acme in 
childhood. 

Before exemplifying this difficulty, I would ask 
you to return once more to the question of the 
severity of an attack as judged by its onset. In 
general, I think we may say that an abrupt onset 
with excruciating abdominal pain is always a signal 
of danger ; there may be, and often is a little later, 
the deceptive calm which is but the prelude to the 
development of spreading peritonitis. 

If there should be any of you who have not had 
opportunities of seeing many operations and post¬ 
mortem examinations upon appendicitis, I would 
direct your attention to the extreme rapidity with 
which gangrene and early abscess formation occur 
by giving you one or two instances, for such facts 
as these warn us how quickly we may have to 
make our minds up in dealing with this disease. 

A man, jet. 27 years, was seized with sudden 
agonising abdominal pain in the right iliac region, 
and came to the hospital forty hours later. The 
case was straightforward as regards the diagnosis, 
and the operation showed a gangrenous appendix 
and general peritonitis. He recovered. 

In another case, equally straightforward, operated 
upon in thirty-eight hours after the attack com¬ 
menced, an abscess was found. 

It is surprising how advanced the changes in the 
appendix may be even if an operation is done 
within twenty-four hours, and you can readily 
appreciate that in a general hospital such a chance 


as this is not very frequent. A man for whom an 
operation was done within that time showed an 
appendix intensely congested with hjemorrhagic 
exudation into the cavity. 

We are compelled to bear in mind also that 
when a hard concretion is present a sharply 
limited area of gangrene may develop in a matter 
of hours. 

For me one of the most impressive results of 
modern surgery is the removal of a gangrenous 
appendix in the early stage under spinal anaesthesia 
with closure of the abdominal wound. 

Unfortunately an early diagnosis is often exceed¬ 
ingly difficult and surrounded with many pitfalls. 
Let me illustrate one or two of these cases. 

I was called to the Children’s Hospital, Great 
Ormond Street, for the case of a child in severe 
abdominal pain, who had been sent up as an 
urgent case for operation. A mass had been felt 
in the right iliac fossa. 

I found a case of severe rheumatic fever with 
aortic disease and right pleurisy. The heart 
disease made me very wary, and I could not 
persuade myself of the tumour. This was a case 
of rheumatic fever, and a subsequent post-mortem 
examination showed the appendix to be normal. 

On another occasion I was called to a child very 
ill with abdominal pain and right pleurisy, but a 
suspicious rapidity of the breathing and silence 
at the right base made me temporise. Acute 
pneumonia developed, and the complete recovery 
which ensued made me confident that this was the 
true explanation. 

That I may be guiltless of trying to persuade 
you of my own infallibility, the next case was that 
of an only child, aet. 5 years, who three days 
before had been seized with acute abdominal pain, 
vomiting and fever. The facies was abdominal, 
and the abdomen was distended, especially in the 
upper segment. There was this disturbing feature 
about the case—that the region of the appendix 
seemed the least affected part. Pelvic examina¬ 
tion was negative. I advised operation upon the 
diagnosis of appendicitis. 

The usual incision was made and neither the 
appendix nor oecum discovered, but a Meckel’s 
diverticulum, healthy and doing no harm. In the 
right iliac region there was a distended sigmoid. 
The wound was closed. Fortunately the child 
made a good recovery. It is possible that there 
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was appendicitis, the appendix being in some 
abnormal position, but I have a suspicion that 
severe constipation explained the illness. This 
case is a good illustration of the fallacy of that 
statement that a laparotomy is a slight affair. You 
can imagine the position of affairs in this instance: 
no appendix could be found ; the child was not ill 
enough to warrant a prolonged search; the diagnosis, 
too, from what was seen of the peritoneum, was 
apparently wrong, and the child an only one! 

Appendicitis in childhood may commence with 
colicky pains indistinguishable from those produced 
by a partial obstruction, whether due to intussuscep¬ 
tion or some mysterious band. Between the attacks 
of pain the child may appear quite comfortable. 

I was misled by a case of this kind, in which 
examination under an anaesthetic discovered a mass 
almost in the middle fine above the pelvis. This 
proved to be an abscess of appendicular origin. 

In very young children the diagnosis of appendi¬ 
citis is particularly difficult, following, as it may, 
upon a colitis. Experience has taught me how 
important it is in such cases to examine the 
abdomen under an anaesthetic. Pyelitis in child¬ 
hood and in adult life may easily lead to mistakes 
in diagnosis, particularly in cases complicating 
pregnancy or following a confinement. It is not 
unusual for the urine to show no albumen or pus for 
some days at a time, and in these cases fever, 
vomiting, and pain in the right flank with tender¬ 
ness suggest the appendix. In some cases the 
right kidney may be considerably enlarged, and • 
the characteristics of a renal tumour may lead j 
one aright. On the other hand, if the patient is 
stout or pregnant, local examination may be of 
little assistance. This differential diagnosis is a 
very difficult one, and an important one, for if the 
appendix is found healthy, a second incision for 
the kidney will be needed, and the operation may 
become one of considerable length and severity. 

We are all acquainted with the problem of 
right ovarian or tubal disease and its likeness to 
appendicitis, and have learnt a good deal in recent 
years of infection spreading from the appendix to 
the appendages upon the right side. 

Membranous colitis is a disease which may give 
rise to difficulty, particularly if associated with 
severe spasm of the bowel, and the frequent 
occurrence of scybala in such cases makes the 
diagnosis no easier. 


When the appendix lies high up behind the 
caecum the symptoms more nearly approach those 
we associate with cholecystitis. I think it is easier 
to differentiate cholecystitis from appendicitis than 
the latter from renal affections, but the problem 
may be extremely difficult to solve. Typhoid fever 
has betrayed me by an undue reliance upon the 
absence of Vidal's reaction. Acute osteomyelitis 
of the lumbar or sacral vertebrae in childhood and 
monarticular arthritis of the right hip-joint are 
both conditions which have given me trouble. 
But without multiplying instances I think I have 
| said enough to show that even an early operation 
for appendicitis, much to be wished for as it is, is * 
not by any means the iron law some would have us 
believe, and a considerable latitude must be left 
for discretion, lest we find ourselves advising the 
I treatment of a right pleurisy by an abdominal 
incision. 

Turning to another phase of appendicitis, we 
find a fixed pointy as it were, when we come to 
cases in which there is a definite and localised 
abscess. No doubt these abscesses should be 
opened. It is the period after the time for early 
diagnosis, that is about the third day and onward, 
until a localised abscess is formed, that is the most 
difficult to manage successfully, although, as a rule, 
fairly easy of diagnosis. J 

Here, again, I give as my opinion that we are 
still uncertain how to act, and justifiably so. 

There is now a much more complex problem to 
deal with. Foremost among the difficulties we are 
compelled to recognise that surgical measures are 
greatly handicapped, for in a severe case the disease 
has spread beyond the appendix to tissues which 
cannot be removed. If the conditions are fortu¬ 
nate the appendix may be obtained, and this is a 
great gain, but invariably some peritoneal infection 
has to be left behind. Often enough the appendix 
has to be left behind also, and we have to be content 
with letting out a certain amount of dangerous 
, fluid and leaving drainage to assist in the sequel. 
Whether this drainage is always of advantage seems 
sometimes questionable. If you take a series of 
these cases, it seems to me that we are almost in 
the dark as to what may happen, so different is the 
virulence of the disease and the resistance of the 
patients. 

I will give a striking illustration of this point. 

| Two boys, each of them between eight and nine 
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years of age, were seen by me in August, 1909, 
suffering from acute appendicitis. I saw them the 
same day, and their illnesses had also commenced 
upon the same day—that is, four before admission. 
Both cases gave a definite resistance in the right 
iliac fossa, and both gave the classical symptoms 
of the disease. They were both operated upon the 
same day by the same surgeon with skill and 
rapidity, and in both cases an abscess was opened 
with the least possible disturbance of the surround¬ 
ing parts. So far as I could see all these condi¬ 
tions were as parallel as could be imagined. One 
boy never looked back from the moment of ope¬ 
ration, the other collapsed and died the next day. 
Similar though these cases seemed, the two boys 
were very different. One was of the sturdy John 
Bull type; the other was a bright and charming 
little French boy—he succumbed. This individual 
factor is the unknown quantity that is so disturbing 
to us, and it is in children that I have found it 
extremely perplexing. 

In childhood the most hopeless-looking cases of 
general peritonitis I, and doubtless you, have seen 
recover after operation, and the most promising 
cases in which the operation would seem to have 
been undertaken with good fortune and in the nick 
of time have died in one of those sudden collapses 
which are so impossible to fight against. There 
is little doubt, I think, that in some cases an 
operation only hastens the end, but if you were to 
ask me before an operation if I could foretell this, 
speaking for myself alone, I should say, No. As a 
general conclusion, I should be inclined to say 
that at the present time we are perhaps apt to 
interfere with these difficult cases by throwing upon 
them the additional strain of operative measures 
at a time when we may gain but little real good. 

I say this with the utmost caution, but I feel 
sometimes that when, after considerable difficulty, 
a little pus is let out, and the appendix left 
behind, Nature might have dealt even better with 
that difficulty, and was indeed doing so when we 
had the misfortune to interfere. On the other 
hand, I would venture to make another general 
statement in the opposite direction, that I think 
even now medical men are apt to be misled by 
the dangerous calm that follows an abrupt onset, 
and thus drive hospital physicians and surgeons 
to struggle with the difficult period of the disease. 
Particularly this is apt to occur when the appendix j 


lies over the brim of the pelvis. Many of these 
cases resemble one another. First there is acute 
pain and then comparative peace. There is some 
resistance, but no tumour in the right iliac fossa ; 
there is tenderness over the hypogastrium, often 
some pain on emptying the bladder, and with this 
the general symptoms of an acute abdominal 
affection. Rectal examination is essential. When 
| these cases are taken early—in adults especially— 
the results of operation may be brilliant, but if left 
the worst results may follow. This case illustrates 
these points. 

! A young girl, set. 14 years at the time of her first 
| period was seized with severe abdominal pain 
I low down on the right side, with vomiting and 
I fever. She improved, but fever persisted, and it 
I was thought that she had got chilled at the first 
menstrual period. In spite* of rest and treatment 
fever still persisted, with sweating and extreme 
emaciation, and the lower part of the abdomen 
became swollen, resistant and tender. I saw her 
six weeks from the onset and she was then wasted 
I to a shadow. There were no signs in the lungs, 
but abdominal tuberculosis was suspected on 
account of the physical signs and offensive diar¬ 
rhoea. There were considerable resistance and 
swelling of the lower abdomen, but no masses 
could be felt. Rectal examination discovered a 
large tender swelling, pushing down the pelvic 
contents in the most remarkable fashion. The 
diagnosis was now almost apparent as an appen- 
* dicitis with an enormous secondary abscess. 
Operation proved this to be the case, and after 
a most critical illness the child made a splendid 
recovery. In this instance rectal examination 
would have probably disclosed the nature of 
the case early in the illness, and the calm after 
| the early pain had deceived her medical atten- 
| dant, who had been naturally biassed also by 
the coincidence of the attack with her first men¬ 
struation. Do we not all realise how difficult it is 
to retrace our steps when once we get on a wrong 
track ? And if I may be excused the imputation 
of elementary teaching, may I remark how usdul 
it is in a difficult case to go back occasionally to 
the history again as if the patient were a new one, 
and then review the illness with an open mind? 

I will now conclude my remarks upon appendi¬ 
citis by reference to a very remarkable condition 
that may result from overlooked abscesses. I 
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have seen three cases, all in women and all much 
alike. 

The original illnesses were respectively three 
weeks, two weeks, and seventeen days in duration. 
The symptoms on admission were fever, pain, and 
abdominal distension, with the usual facies and 
condition of severe abdominal disease. 

I would ask you to picture to yourself the 
appearance of an abdomen in a woman six months 
pregnant, and in whom the uterine tumour was 
unusually prominent. This was almost the exact 
appearance in each case, but with this cardinal 
difference—that on percussion all this tumour was 
extremely resonant, and gave a bell note with 
coins. The surgeon opening the abdomen re¬ 
marked upon the drum-like character of the note, 
and when the peritoneum was opened gas escaped 
with force and the tumour entirely collapsed. These 
immense gas-containing tumours are very character¬ 
istic, and the bowels are contracted and pushed 
back against the posterior abdominal wall. They 
are highly dangerous. One of these recovered 
after a secondary empyema ; the other two died, 
one from haemorrhage into the sac of the tumour. 
It would appear that in some, at any rate, of these 
cases the gas in the abscess is due to the perfora¬ 
tion of the bowel by pus snared under pressure 
among the coils of intestine. 

I should now like to illustrate the importance of 
considering the patient rather than his disease in 
some of these abdominal cases by an interesting 
example. 

This patient, a foreign gentleman of about 
forty years of age, I saw in consultation with Dr. 
H. Crampton, of Hampstead. He had been 
seized with extreme vomiting and nausea in an 
hotel after having lived somewhat too freely. The 
vomiting was intense, with much prostration and 
a subnormal temperature, and in the right iliac 
fossa was a very hard swelling, which, though not 
tender, was very definite. 

Of the existence of this the patient had not the 
slightest knowledge, and could throw no light upon 
its possible cause. Obeying the usual rule of 
general examination, we had arrived at his knee- 
jerks, when he exclaimed in characteristic fashion, 
“That’s my trouble, doctors, locomotor ataxy!” 
Locomotor ataxy he had sure enough, and he had 
also the lump in his iliac fossa. The absence of 
any sign of activity there led us to grapple first 


with what we believed to be a gastric crisis, and a 
very strenuous affair it was, our resources being 
reduced eventually to asses’ milk and morphia. He 
gradually turned the corner and began to take food, 
his temperature being for days uncomfortably 
subnormal. Meantime a very obvious change had 
taken place in the “lump,” which had become 
certainly larger though still exceedingly hard, and 
not the least tender. * Appendicitis at first had 
been scouted by the patient and his wife, who were 
both anxious to take the earliest boat back to their 
| home, but we felt uneasy, and asked Mr. T. H. 

Kellock to meet us in consultation. It was then 
] decided to keep him under observation, and 
! suddenly one afternoon his temperature, which had 
I now reached normal, rushed up to io 5°F. with a 
i rigor. His abdomen became a little tumid, and 
his appearance suggested an acute abdominal 
attack. Mr. Kellock operated, and found a small 
I quantity of pus in the midst of dense adhesions, 
i obliterating the appendix, and a perfect recovery 
followed save for the tabes. There is one point 
to be added: this patient had suffered from repeated 
gastric crises before the one we saw, and this was 
a powerful factor in determining the line of action. 
There can be no doubt that we were uncommonly 
fortunate in the management of this case; but I 
shall always think that if we had attempted to 
operate at the first this patient would probably have 
died. It was certainly an extraordinary fact that 
he had never suffered any pain or even discomfort 
in the region of the appendix, and I suppose this 
was possibly due to his complication, locomotor 
ataxy. 

Sudden H/KMatemesis and Mkl.ena. 

My next remarks are upon cases of sudden 
haematemesis and melaena in adults, especially 
males. 

I have had a very bitter experience with these 
cases, which I have learnt to dread almost more 
than any class of abdominal disease. They are 
difficult to a degree, and the lines of treatment 
equally perplexing. We can dismiss in a few 
words some exceptional cases in which I have seen 
two fortunate escapes. 

The first was a women who had been vomiting 
repeatedly, and had suffered from pain in the 
gastric region. She was sent up to a hospital for 
operation, but fortunately was too ill for any such 
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attempt. I made the post-mortem examination, 
and found an ulcer as large as a florin on the 
posterior wall of the stomach, and the cause of 
this a large aneurysm of the splenic artery. The 
second was a man who twenty-four hours before 
admission had been seized with profuse haema- 
temesis and melaena. There was no antecedent 
history to be obtained. When I saw him he was 
bringing up bright red blood, and was past all 
assistance. The post-mortem showed a carcinoma 
of the oesophagus eroding the aorta. 

These are not, however, the cases of especial 
importance, but on the other hand, those of ulcera¬ 
tion of the stomach or duodenum. 

In approaching these we must at once dismiss 
from our minds that in acute ulcer formation there 
need he any pain or premonitory symptoms . This 
I will illustrate. 

A cabman, aet. 43 years, who had formerlysuffered 
from syphilis and had been a free drinker, had, 
he said, been in perfect health, but one morning 
when walking to his work he suddenly vomited 
blood, and later passed blood by the bowel. There 
were no physical signs, and the man was of the 
strong, full-blooded type. I thought he had rup¬ 
tured a varicose vein in the oesophagus, and 
imagined he would do well. However, this man 
literally bled to death in a week, in spite of the 
strictest treatment. The post-mortem showed a 
very small erosion in the stomach in which there 
was an open vessel. You will observe there was 
no pain or other warning. 

It seems to me, however you treat these cases, 
they may die, and what is still more confounding, 
they may bleed quietly into the stomach and 
intestines and neither pass nor vomit the blood. 
Meantime you maybe fondly under the impression 
that the haemorrhage is over and all is going well. 

Operative measures naturally suggest themselves, 
and I have notes of three of these cases treated in 
this way, but two died, one of pulmonary throm¬ 
bosis, the other of pneumonia. 

We must, too, clearly recognise what an opera¬ 
tion means. If there have been no premonitory 
symptoms, you must be in doubt whether the ulcer 
is gastric or duodenal, or even if it is an ulcer. 
This, too, is equally certain, that on opening the 
abdomen you may find no indication of the lesion 
from examination of the peritoneal coats of these 
viscera. Can we claim, if it is a gastric ulcer, that 


a gastro-enterostoroy is certainly going to keep the 
ulcer at rest? Assuredly not. If, then, it is 
necessary to open the stomach or duodenum and 
search, we may well wonder, seeing that cases 
recover without operation, whether we are not 
depriving the patients of their one chance of 
recovery. 

I am certain of this much, that early feeding on 
the lines of Lenhartz* method is practically and 
scientifically wrong. Post-mortems upon six cases 
that I have had under my care have shown in each 
essentially the same feature—an open vessel in an 
ulcer ^hich, acute or subacute, may or may not 
be in a healing stage. I can see no hope for 
success unless we can give absolute rest to the 
stomach and allow the vessel to become sealed by 
clot. I allow nothing at all by the mouth, use 
strict rectal feeding and water enemata, and limit 
abdominal movement with a binder. 

None of these cases perished from want of 
nutrition, b # ut all from haemorrhage, and I have 
certainly seen striking examples of renewed 
bleeding when early attempts at feeding have been 
attempted. Convalescence may be retarded, but 
this is nothing in comparison to the danger of a 
fresh haemorrhage. 1 have fallen back on the 
strictest measures that I have indicated above, and 
believe that if this palpably fails the next step is 
bold surgery, meaning by this an operation planned 
with the intention of rapidly opening the stomach 
and searching for the bleeding point. You will 
not, I hope, think that every case of haematemesis 
under my care has ended fatally. I have had suc¬ 
cessful results, I am glad to say; but from the 
point of view of this paper, they only serve to 
make one hesitate as to the right step to take 
when the course of the case is not a happy one. 

September 4th , 1911. 

Carbolic Acid Injections in Pulmonary 
Tuberculosis. —H. Vallow reports three cases in 
which this treatment was followed by good results. 
The method employed was the injection once a 
week of o*i to 0 2 c.c. of a 1 per cent, solution of 
pure carbolic acid in distilled water. The improve¬ 
ment, which was most marked in the early cases, 
consisted in regular increase in weight, improve¬ 
ment in appetite, and diminution and even dis¬ 
appearance of physical signs.— Med . Record ,, vol. 
lxxx, No. 6, 
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A LECTURE 

ON 

ABDOMINAL EMERGENCIES, 
THEIR TREATMENT AND 
PREVENTION.* 

By JAMES SHERREN, F.R.C.S., 
Surgeon to the London Hospital. 


The immediate treatment of certain acute abdo¬ 
minal conditions by operation is one of the greatest 
advances surgery has made. While much has 
been written upon this, little attention has been 
directed to the subject of prevention. Although 
most of the diseases which are the underlying 
cause of abdominal emergencies need surgical 
intervention, this may in some cases be avoided 
by early and efficient medical treatment. Not only 
may very many lives be saved by timely operation, 
which in cases of this nature carries with it very 
little risk, but it may be carried out at a *time 
convenient to the patient—a most important 
consideration. 

Abdominal emergencies fall naturally into two 
groups : those due to injury—the traumatic : those 
arising spontaneously—the idiopathic. While speak¬ 
ing of both this afternoon, I shall spend most time 
upon the latter, for it is in these that “ emergency ” 
may be prevented in many cases. 

An abdominal emergency may be defined as a 
sudden, and by the patient, unexpected lesion, 
possibly demanding surgical intervention. 

The traumatic group fall into two divisions— 
those with penetrating wounds, and the subcu¬ 
taneous. In the former, which are rare in civil 
practice, immediate operation is the rule. The 
wound should be explored layer by layer after it 
and the surrounding area has been painted with a 
solution of 2 per cent, iodine in rectified spirit 
or tincture of iodine. Its depth should not be 
investigated by probing. The wound should be 
excised if it is a lacerated one or the weapon 
inflicting it is infected. It should be closed in 
layers, and in most cases drained by tube for 
twenty-four Hours. If the peritoneal cavity has 
been opened the presence of blood or the contents 
of any of the hollow viscera may point to intra- 

* Delivered at the Medical Graduates’ College and 
Polyclinic. 


peritoneal damage. If, as is often the case, this 
is absent, the condition of structures lying imme¬ 
diately beneath the wound should be investigated, 
remembering that wounds penetrating hollow 
viscera frequently cause more than one injury. 
Lives have been lost through fortgetfulness of this, 
one wound having been sutured, while death has 
occurred by leakage from one overlooked. 

In subcutaneous injuries, signs and symptoms 
may leave no doubt that surgical intervention is 
necessary ; for example, signs of trauma over the 
ribs on the right or left side with symptoms of 
concealed haemorrhage pointing to rupture of the 
liver or spleen ; a frequent desire to mteturate, 
nothing passing, except, perhaps, a little blood, 
suggesting rupture of the bladder. In this 
connection I would urge you to neglect the 
methods of examination given you in many text¬ 
books by the passage of instruments or attempts 
to fill the bladder with air or fluid. No instrument 
should ever be introduced in a case of suspected 
rupture of the bladder; the risk of infection is 
enormous, and no certain information can be 
obtained. If a rupture of the bladder is suspected 
abdominal exploration should be carried out. 
Again, the formation of a swelling in the loin, 
gradually increasing in size, often associated with 
haematuria and considerable vomiting after an 
injury to this region, indicates a ruptured kidney. 

But the signs are not usually so definite as this. 
The patient’s condition has to be carefully watched. 
After systematic examination, an hourly pulse and 
temperature chart should be kept; if the pulse- 
rate tends to rise steadily exploration should be 
| undertaken. It is only in this way that disasters 
can be avoided. 

Every case of abdominal injury, no matter how 
trivial it appears, should be taken into hospital or 
sent to bed and carefully watched. Many cases of 
ruptured gut are well enough immediately after the 
accident to walk to medical aid. The following is 
an instructive example : 

J. L—, aet. 34 years, was struck in the belly by 
a plank on April 25th, 1910. He felt ill, but 
walked to hospital, about a quarter of a mile, and 
was at once taken in. It happened to be my day, 
but, as the case was not considered a serious one, 

I was not informed of it before operating. On 
going into the ward later I examined him, and 
I found the abdomen board-like and his pulse-rate 120, 
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having been 90 on admission five hours previously. 
He had just vomited. \ operated at once, six 
hours after the accident. I found the pelvis 
full of grumous fluid, the intestines were already 
injected, and lymph had been poured out. The 
mesentery in its upper part was bruised, and 
on tracing the gut downward I found a rupture on 
the ante-mesenteric border of the lower jejunum 
the size of a hazel-nut with ragged and everted 
edges. After trimming the edges, I sutured it in 
such a way that no stricture should result, and 
closed the belly after sponging out gently with 
normal saline solution and putting in a supra¬ 
pubic drain*. He made .an uneventful recovery 
and went out three weeks later. 

Abdominal rigidity and a rising pulse-rate are 
the most important signs. Essentials to successful 
treatment are rapidity of operating, gentleness in 
handling the viscera, and a capacity for imme¬ 
diately changing any preconceived notion that 
may have been formed as to the nature of the 
injury. 

Of the non-traumatic emergencies few come 
unheralded. Perforation of a gastric or duodenal 
ulcer as a “ bolt from the blue ” in previously 
healthy persons is now known to be exceptional. 
In the majority of cases symptoms have existed for 
weeks, months, or years which should have led to 
the recognition of organic disease and surgical 
treatment before urgency arose. It is often found 
that the symptoms have been more severe for a 
few days before the onset of perforation. It has 
fallen to my lot several times to operate on cases 
of duodenal and gastric ulcer which had perforated 
while they were having ’’ambulatory medical treat¬ 
ment for dyspepsia variously named. 

The following illustrates this point: 

A. C—, a man, aet. 40 years, was admitted into 
the London Hospital under my care September 4th, 
1909. For three or four years he had had pain 
about two hours after food, olten waking him at 
night, relieved by a warm drink, not accompanied 
by vomiting. He had been attending the medical 
out-patient department, and on his way home was 
suddenly seized with very acute abdominal pain. 
I saw him four and a halt hours after its onset. 
He was lying in bed groaning with pain. The 
abdomen was rigid, retracted and deeply tender. 
Temperature normal, pulse 80. I operated at 
once. I found a^perforation the size of a small 


pea situated in the centre of an indurated area on 
the anterior surface of the first part of the duodenum. 

I invaginated it, and then performed posterior 
gastro-jejunostomy. He made an uneventful re¬ 
covery, and left hospital September 22nd, and has 
remained well kince. 

A patient with a gastric or duodenal ulcer should 
be given one thorough trial of rest in bed with 
efficient medical treatment after septic foci, parti¬ 
cularly in the mouth, have been treated. It is 
no uncommon thing, on being asked to treat a 
gastric case surgically after medical treatment has 
failed, to find many septic teeth that have never 
been attended to. It is useless attempting to treat 
a case of organic disease of the stomach or 
duodeum while the patient is pursuing his ordinary 
work. If efficient treatment fails or relapse occurs, 
no time should be lost in handing the patient over 
to the Surgeon. A few months ago I had arranged 
to operate on such a patient. On the day fixed he 
had a sore throat and temperature so that operation 
was postponed, and he went to the country for 
a fortnight. On his return he said he had never 
been so well and was free from symptoms, but 
agreed to come into hospital five days later. A 
day before the allotted time symptoms returned 
with increased severity, and he took to bed. A 
few hours later fie was seized with severe abdominal 
pain ; after enduring it for fourteen hours he came 
up to hospital. I operated at once, and found a 
large perforation in the centre of a chronic ulcer on 
the anterior surface of the first part of the duodenum, 

! evidently due to the separation of a slough. 1 
| closed this and performed gastro-jejunostomy; he 
I recovered after a convalescence uninterrupted but 
I for an attack of pneumonia. 

Haemorrhage from a chronic gastric or duodenal 
ulcer is a late complication almost as serious as 
perforation, and is an emergency that should always 
be treated surgically. I have laid stress on the 
word t; chronic ” because the haematemesis occurring 
often without warning, particularly in young women, 
called by Hale White gastrostaxis, and due to 
minute erosions or acute ulcer, should never be 
treated by operation. 

The following are examples of haemorrhage in 
cases of chronicgastric and duodenal ulcer: H.M—, 
a man, aet. 33 years, while riding on a tram on the 
morning of October 15th, 1905, vomited two pints 
of blood, and was taken to the London Hospital at 




The Clinical Journal. ] 


MR. SHERREN. 


[Sept. 6 , 1911. 347 


once, and admitted under the care of L)r. Henry 
Head. He was given morphia and kept without 
food by the mouth, but in spite of this vomiting 
continued, and I was asked to see him forty 
hours later. He was blanched, restless, and with 
a running pulse. I opened the abdomen and 
found a chronic ulcer on the lesser curvature, and 
on opening the stomach found the coronary 
artery exposed and eroded on the floor of the 
ulcer. I passed a ligature on either side of it, 
closed the stomach wound, and then invaginated 
the ulcer. He made an uninterrupted recovery. 

At the present time I should not open the 
stomach, but either excise the ulcer or tie the 
vessel on each side ami invaginate it. 

The following case of chronic duodenal ulcer 
complicated by haemorrhage is an excellent 
example: G. S—, set. 38 years, was admitted into 
the London Hospital under my care March 25th, 
1911. For five years he had suffered from pain 
two to three hours after food, often waking him at 
night, not accompanied by vomiting. An hour 
before admission he had a sudden onset of 
acute abdominal pain, he vomited blood and 
fainted. On coming round he passed a large black 
motion. He was blanched, very restless, and 
complaining of severe abdominal pain. As he was 
steadily getting worse I operated eight hours after 
the onset of the bleeding. Infusion of saline was 
carried out during the operation. I found a 
chronic ulcer on the posterior surface of the 
duodenum at the juncture of its first and second 
parts adherent to the pancreas. I secured the 
gastro-duodenal artery, invaginated the anterior 
wall of the duodenum and did a posterior gastro¬ 
jejunostomy. He made an uninterrupted recovery 
and left hospital on April 12th. 

Even that extremely common complaint, acute 
appendicitis, does not so often come absolutely 
unheralded by previous symptoms as we were at 
one time accustomed to think. In many cases 
careful inquiry will elicit the fact that there have 
been several attacks of abdominal pain passing off 
in a few hours, and thought little of by the patient 
before the acute and perhaps lethal one. In 
other cases attacks of flatulent dyspepsia, which 
may or may not be accompanied by pain in the 
right iliac fossa, should be a warning that all is not 
well with the appendix. In cases such as these a 
timely visit to the surgeon would not only save 


many lives, but would shorten the period of 
incapacity and enable the operation to be carried 
| out at a convenient season after necessary arrange- 
i ment of business and social affairs. 

It is by no means an uncommon experience to 
operate on a patient with acute appendicitis who 
has been treated a considerable time for dyspepsia, 
i gastric or duodenal ulcer, and diagnosed at the 
onset of acute symptoms as perforation of a peptic 
; ulcer. This is illustrated by the following case 
j recently under my care : 

! P. H—, a man, aet. 50 years, was admitted into 
the London Hospital on November 19th, 1910. 
For many years he had had attacks of indigestion 
lasting a few days; these consisted of pain after 
I food accompanied by much flatulence. The most 
severe attack started a week previously. He had 
attended the out-patient department of the London 
and other hospitals and private practitioners for over 
twenty years. Twenty hours before admission he 
was seized with violent pain just to the right of the 
umbilicus. It doubled him up and made him 
t sweat and vomit. It lasted in its most severe 
form for one and a half hours. When I saw him 
the abdomen was immobile and rigid, his tempera- 
I ture was ioo° F. and his pulse-rate 90 ; it was 
impossible to diagnose more than a perforative 
lesion, but from his history and the situation of the 
pain I considered it either perforation of a duodenal 
ulcer or a£ute appendicitis. In a previous lecture 
! delivered here* I pointed out the difficulties 
that may arise in this connection. I opened the 
abdomen through the upper right rectus muscle 
and found the stomach and duodenum healthy. 
After closure of this wound I exposed the appendix 
region through a muscle-splitting incision. Puru- 
; lent fluid was present in the peritoneal cavity. The 
| appendix was much enlarged and closely bound 
j down by old adhesions at its caecal end ; its tip was 
; gangrenous. I removed it in the usual way and 
drained. The appendix on section showed signs 
, of long-standing trouble. He was given nothing 
by the mouth for twenty-four hours, water only for 
forty-eight, and made an uninterrupted recovery, 
leaving hospital five weeks later. 

Taking again acute intestinal obstruction — 
j excluding those cases due to congenital abnor¬ 
malities or growth—many are preventable, and 

* “The Diagnosis and Treatment of Duodenal Ulcer,” 
‘ Medical Press and Circular,' April 7th, 1909. 
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even in the former it should be possible in most 
cases to operate before emergency arises. Primary 
acute intestinal obstruction, as you all know, affects 
usually the small intestine, and apart from the 
common form in children—intussusception—is 
generally due to adhesions from pre-existing disease 
or operation. These adhesions are usually the 
result of the neglect of surgical treatment at the 
most favourable time. Appendicitis is a fertile 
cause. If this disease were treated on modern 
lines—operation within the early hours of an acute 
attack or even by forestalling its onset—many cases 
would be prevented. 

The acute obstruction due to volvulus of the 
sigmoid could be prevented if the preceding con¬ 
stipation had been effectually treated. 

Before discussing treatment I should like to 
impress upon you a few points with regard to acute 
abdominal cases. The sudden onset of severe 
abdominal pain, accompanied in many cases by 
vomiting and by rigidity, is most often due to a 
cause only relievable by surgical means. To 
consider an attack of this sort as due to bilious¬ 
ness, indigestible food, faecal accumulation, is one 
of the gravest of mistakes, yet it is constantly I 
being made. Every surgeon could tell of dozens j 
of useful lives lost through this practice. In many ! 
instances the patient is given an aperient, or if 
vomiting is a prominent feature, sedatives, such as I 
bismuth and opium, and a surgeon is not sent 1 
for until time has rendered its surgical nature J 
so evident that the most favourable time for | 
operation has passed. In every case of severe 
abdominal pain, associated with abdominal j 
rigidity, vomiting or both, or in any abdominal 
case about which the slightest doubt exists, no 
drugs or food of any kind should be given. If the 
patient is very thirsty water may be taken, but j 
every effort made to keep the intestine at rest. If ! 
any doubt at first exists a few hours’ careful watch¬ 
ing will reveal the nature of the case and enable 
prompt surgical intervention to be carried out. No 
harm will result from the delay of a few hours if 
neither drugs nor food are given. Moynihan has 
very emphatically drawn attention to the danger of 
giving aperients in acute abdominal conditions. I 
wish to endorse every word he has said in this 
connection. I wish to warn you in addition 
against a practice which is just as common and 
almost as injudicious, namely, the giving of ; 
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enemata. Popularised as a diagnostic means in 
cases of intestinal obstruction by my friend and 
colleague the late Harold Barnard, it has been 
greatly abused, and in my opinion its power for 
evil in acute abdominal’ conditions far outweighs 
any knowledge gained. In acute intestinal obstruc¬ 
tion diagnosis rests on the history—the sudden 
onset of colicky pain and vomiting. In cases of 
abdominal emergency an enema should never be 
given before operation. When faecal accumulation 
causes chronic intestinal obstruction we use it as 
treatment '. Many medical men recommend the 

administration of an enema at the beginning of an 
acute attack of appendicitis. I know of no reason 
! for this practice, and have several times seen a 
! quiescent case flare up after its use. 

A thorough history must be taken of every acute 
abdominal case, and the fullest examination carried 
out, remembering that infinitely less harm will be 
done by delaying operation for ten minutes than 
by spending an extra ten inside the abdomen be¬ 
cause the diagnosis was not made before operation. 
There is one point that must ever be remembered, 
elementary though it may seem to you all—the 
whole abdomen must be uncovered and the hernial 
orifices seen. Mistakes do not usually arise from 
want of knowledge, but from hasty methods of exa¬ 
mination. When the diagnosis has been made 
operation should be carried out without loss of 
time. Few preparations are necessary. In late 
cases of intestinal obstruction, in which fecal 
vomiting has supervened, the stomach should be 
washed out before operation ; lives are lost through 
neglect of this precaution. The operation should 
be performed at the patient’s house whenever 
possible ; the harm that may be done by a journey 
to a nursing home far outweighs any advantage 
that might accrue from the short time saved 
through doing the operation in a theatre, with 
perhaps more capable nurses. When a patient has 
to be moved, he should travel propped up, and if 
pain is severe, a hypodermic of morphia may be 
given, provided that operation has been decided 
upon. 

The skin of the whole belly should be dry 
shaved and then jiainted with 2 per cent, iodine 
in rectified spirit. This should be repeated when 
the patient is under the anaesthetic. Ether given 
on an open mask is the ideal anaesthetic in early 
cases of this nature in young people. 
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It will be well now to mention a few important 
points that apply to all acute abdominals, and then 
a few in connection with each group of case. 

As in every abdominal operation, the viscera 
should be handled with the greatest gentleness, 
and not exposed needlessly or for longer than 
necessary. The edges of the abdominal wound 
should be protected by sterile gauze from coming 
into contact with any viscera. Sterile gauze, wet 
with normal saline solution, should be used to 
cover any necessarily exposed viscera. The 
amount of shock, and to a large extent the post¬ 
operative vomiting, bears a definite relationship to 
care in handling the abdominal contents. So soon 
as the patient comes round from the ancesthetic, he 
should be propped up into a sitting position, or if 
this is impossible the head of the bed should be 
well raised. In cases with diffuse peritonitis 
nothing should be given by the mouth, and con¬ 
tinuous saline infusion administered rectally. This 
should be continued until it is evident from the 
symptoms that all is going well. Then water should 
be given by the mouth and the amount gradually 
increased. This should be continued for about 
twenty-four hours, and then Benger’s food or Allen- 
bury diet started in small quantities. If, as some¬ 
times happens, this causes vomiting or a rise in the 
pulse-rate, it should be discontinued and the water 
resumed. It was the custom at one time, a custom 
which has by no means died out, to endeavour to 
get the bowels freely open in these cases by doses 
of saline aperients or by hourly small doses of 
calomel. No good is done by this, and much evil 
may result. The fact that the bowels have not 
been opened in these cases is of no importance 
compared with that of keeping them absolutely at 
rest. Distension, when it occurs, is paralytic, and 
cannot be overcome by enemata, saline aperients 
or calomel. Absolute rest and rectal salines will 
do most for the patient. In early cases, before 
the onset of peritonitis, water may be given by 
mouth from the first, and Benger or Allenbury’s 
Food within twenty-four hours, and in these cases 
an enema administered the day following operation 
adds to the comfort of the patient, and may be 
given without risk. 

Taking first the most common form of abdo¬ 
minal emergency—acute appendicitis. There is 
one rule—operation with removal of the appendix 
within the first twenty-four hours of the onset 


of the disease. In this way it is usually possible 
to prevent infection of the ^peritoneal cavity 
and to dispense with drainage. If this were 
carried out, the death-rate would be less than i 
per cent., and much valuable time would be saved, 
the patient being able to resume his duties in a 
month or six weeks. If not seen until after the 
first thirty-six hours, I do not think it wise to 
operate at once. The patient should be propped 
up in bed, nothing given by the mouth, and 
continuous rectal salines administered. If at 
the end of twelve hours the condition. has not 
improved, we must not be content that it has 
remained the same, if it has not improved, 
immediate operation should be carried out. In 
these cases it .is impossible to dispense with 
drainage, and this adds to the length of the illness. 
Many quiet down, and time is saved if they are 
allowed to do so and operation performed a week 
after the temperature has become normal. Even 
after a mild attack of appendicitis we should 
always advise removal as a preventive to further 
attacks. Cases which are not seen until an abscess 
is present must he operated on; it is unwise to 
wait. The pus should be evacuated through a 
muscle-splitting incision and the appendix gently 
searched for after carefully swabbing out the cavity. 
It should be looked for; adhesions should not be 
carelessly broken down by the finger, but every¬ 
thing done in sight. In most cases it is possible 
without increasing the danger to the patient to 
find and remove the appendix. It shortens con¬ 
valescence, and makes a second operation unneces¬ 
sary. It is my rule, in the rare cases in which the 
appendix cannot be found, to remove later before 
allowing the patient to return to work. 

In dealing with perforation of gastric or duodenal 
ulcers, the incision should be made in the middle 
line or through the fibres of the right rectus 
muscle. Acute ulcers of the stomach or duodenum 
should be cleanly excised, and the wound closed 
with an inner through and-through stitch of chromic 
gut buried by an outer Lembert stitch of silk. 

A chronic gastric ulcer should be excised where 
this is possible, and posterior gastro-jejunostomy 
carried out if this produces any deformity. In per¬ 
foration of chronic duodenal ulcers excision is not 
so often possible; the ulcer should be invaginated, 
and gastro-jejunostomy should be the rule unless 
the condition of the patient is desperate. With 
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regard to the treatment of peritoneal soiling, in 
recent cases it is sufficient to gently sponge away 
an effusion and close the abdomen without 
drainage ; but if there is any doubt a tube should 
be inserted through the loin, draining the right or 
left kidney pouch as required. In the cases in 
which the fluid poured out has contaminated the 
whole peritoneal cavity, a tube should be placed 
above the pubes and gentle irrigation with sterile 
normal saline at body temperature carried out, or 
gentle sponging with the same solution. The 
anterior wound should be completely closed and ] 
supra-pubic drainage instituted, with, if necessary, 
a tube in a renal pouch.* 

The rules for the treatment of emergency due 
to haemorrhage from gastric and .duodenal lesions 
are simple. In acute cases of haematemesis in 
young people operation should never be carried 
out; the bleeding rarely comes from a lesion 
that can be seen by the naked eye, and in the 
great majority of cases ceases spontaneously. But 
in bleeding from chronic gastric and duodenal 
ulcers operation is essential. This should not be 
done during the first haemorrhage ; at this time the 
treatment is rest and morphia. If, however, the 
bleeding persists, surgical intervention must not be 
delayed. In the cases in which bleeding ceases 
operation should be carried out in forty-eight 
hours, when the patient will have sufficiently 
recovered from its effect. Neglect of this rule has 
been fatal in several cases that have come under my 
notice. Gastro-jejunostomy alone is not enough 
fatal bleeding may occur in spite of it, the ulcer 
should always be dealt with in addition. If the 
condition of the ulcer and of the patient admit of 
it excision should be carried out; if this is impossible, 
the vessels on either side should be tied and the 
ulcer invaginated. The chronic ulcers of the 
duodenum from which haemorrhage occur are 
usually situated on its posterior surface. The 
gastro-duodenal artery should be tied, and the 
anterior wall of the duodenum invaginated so as 
to press on the ulcer. 

I shall not take up much of your time in dealing 
with the treatment of acute intestinal obstruction. 
Of this there are two types: the primary acute, 
due to internal strangulation under a band, 
congenital or acquired, into another portion of gut, 


majority of cases to carcinoma of the large intestine. 
In the first group, in which the principal feature is 
| the absolutely sudden onset of colicky abdominal 
pain with vomiting, and inhibition later of the 
I action of the intestine below, I would just remind 
I you that the bowel below may be cleared out 
| either by a natural motion or as the result of an 
| enema after the onset of the disease, and also that 
within the first few hours of onset, the time at which 
operation will almost certainly be successful, 
abdominal examination may be entirely negative. 
A careful history should be taken so as to ascertain 
as nearly as possible to what the obstruction is due. 
Unless a definite diagnosis had led to other indica¬ 
tions the incision should be in the mid-line. On 
opening the abdomen a little clear fluid usually 
escapes. Search for the cause should be systematic. 
The condition of the caecum first investigated if 
any doubt exists as to the obstruction affecting the 
large or small gut. Then the appendix region, 
pelvis, and hernial orifices rapidly explored. If 
this fails to reveal the obstructing agent the most 
distended coil of gut should be gently taken and 
the intestine traced in the direction of increasing 
distension. If possible the intestine should be 
immediately returned to the abdominal cavity. 
On finding the cause, this should be removed. In 
| many cases a coil of gut has become strangulated ; 

in early cases its relief from strangulation, usually 
| by division of the obstructing band, is enough ; but 
in later cases the condition of the strangulated 
portion may be so bad that its removal is essential, 
or the distended gut above may need emptying. 
The two factors in the treatment should always be 
remembered—the intestine at the seat of strangula¬ 
tion, the intestine above it. The after-treatment 
of these cases is that already outlined, and no 
attempt should be made to stimulate paretic 
gut into action. The best chance of recovery lies in 
giving the intestine rest. 

In the second group, still unfortunately common, 
in which acute intestinal obstruction follows the 
chronic form, due to malignant growth, no attempt 
should ever be made to remove the growth and 
restore intestinal continuity. An exit for the 
intestinal contents must be provided, either 
external or into intestine below by lateral anasto¬ 
mosis according to the situation of the growth. 


or by twisting ; and the secondary, following on When the growth is in the upper rectum or sigmoid 
long-standing chronic obstruction, due in the left inguinal colotomy should be performed. In 
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some of these cases it is necessary to perform 
crecostomy on account of ulceration or perforation 
of this portion of the gut—a by no means common 
termination. In carcinoma in other parts of the 
large intestine temporary relief may be afforded by 
short-circuiting. At the first operation the 
operability of the growth should be settled; if 
removable, this should be carried out in ten days j 
or a fortnight when the intestine above has had 
time to recover. 

It has been impossible in the short space at my 
disposal to deal in any way fully with the subject 
of treatment, or to mention every variety of 
abdominal emergency. I have had to be content 
with drawing your attention to what I believe to 
be important points in connection with the more 
common forms. In conclusion, I would again 
remind you that a large number of acute abdominal 
conditions requiring emergency operations are due 
to disease amenable to cure by early surgical treat¬ 
ment. Prevention should be our aim in surgery as 
in medicine. While we cannot claim to prevent 
operation, we can by timely operation prevent the 
onset of those acute and too often fatal complica¬ 
tions so liable to ensue in the conditions with 
which we have been dealing. 

September 4//*, 1911. 


INVESTIGATION INTO THE EFFECT OF 
PITUITARY EXTRACT ON THE 
BOWELS AFTER ABDOMINAL 
OPERATIONS. 

By LEONARD A. BIDWELL, F.R.C.S., 

Surgeon to the West London Hospital. 


The effect of pituitary extract upon unstriped 
muscle-fibres suggests that it would be valuable in 
overcoming that temporary paralysis of the intes¬ 
tine which is so common after abdominal opera¬ 
tions, and is due to exposure of part of the bowel. 
To discover how far this drug, unaided by ape¬ 
rients, is able to restore peristaltic contractions, I 
have tried its effect on twenty-one unselected 
laparotomies in my wards at the West London 
Hospital. In the first two cases the dose given 
was £ c.c. This was commenced twelve hours 
after the operation, and given every four hours 


for three days. In the latter cases the dose 
was increased to 1 c.c. for adults; it was com¬ 
menced about six hours after operation, and 
repeated every four hours until eighteen doses had 
been given. The following are brief notes of the 
cases : 

Case 1. — Male, jet. 33 years. Acute intestinal obstruc¬ 
tion from volvulus. Operation Jan. 3rd, 1911. Pituitrin 
given in 4 c.c. doses every six hours for three days. 
Bowels opened after enema on third day, no aperient 
being necessary. 

Case 2.—Male, jet. 9 years. Acute appendix abscess. 
Operation Jan. 3rd, 1911. First injection of 4 c.c. at 
IO p.m. same day; injection repeated every tour hours. 
Bowels acted after enema on Jan. 6th without any aperient. 

Case -3.— Male, jet. 35 years. Ruptured appendix ; 
localised peritonitis. Operation Jan. 17th. Pituitrin 
given in 1 c.c. doses every four hours. Bowels acted after 
enema on third day. 

Cask 4.—Female, jet. 35 years. Ruptured pyosalpinx; 
general peritonitis. Operation Jan. 21st, 1911. Pituitrin in 
1 c.c. doses, given every four hours. Flatus passed freely 
after first injection. Bowels acted after simple enema. 

Case 5.—Female, set. 41 years. Ruptured pyosalpinx ; 
general peritonitis. Operation Jan. 24th. One c.c. of 
pituitrin given at 10 p.m., and repeated every four hours. 
Flatus passed that night, and freely on following day. 
Bowels acted after enema on Jan. 28th. 

Case 6.—Female, jet. 29 years. Pyosalpinx and in¬ 
flamed appendix. Operation Jan. 24th. One c.c. of pitui¬ 
trin injected at 10 p.m., and repeated every four hours. 
P'latus passed with tube after first injection ; without tube 
on evening of 25th. Bowels acted well after an enema on 
Jan. 28th. 

Case 7.— Boy, aet. 14 years. Ruptured gastric ulcer. 
Closure of ulcer and gastro-enterostomy. Operation 
Jan. 25th. Half c.c. of pituitary extract given every four 
hours. Flatus passed after first injection. Bowels acted 
after fifth injection on evening of 26th. (Note. — Rectal 
salines were given every four hours for the first forty-eight 
hours.) 

Case 8.— Female, jet. 49 years. Strangulated femoral 
hernia. Operation Jan. 26th. Pituitary extract in 1 c.c. 
doses commenced four hours after operation, and repeated 
every four hours. Flatus passed without tube after first 
injection. Bowels acted well after an enema, and there 
was a second action twelve hours later without any ape¬ 
rient. ( Note .—Patient was 44 months pregnant.) 

Case 9.—Female, jet. 32 years. Abdominal nephrec- 
! tomy for hyponephroma. Operation Jan. 27th. One c.c. of 
| pituitrin injected at 10 p.m., and repeated every four hours. 
Bowels acted well after simple enema on Jan. 31st. Since 
then they acted daily without further enema or aperients. 
(Note .—Rectal salines administered for first twenty-four 
hours.) 

Case 10.— Male, a:t. 33 years. Ileo-sigmoidostomy. 
Pituitary extract in 1 c.c. doses given six hours after 
operation, and repeated every four hours. Small amount 
of flatus passed after the first injection, and a considerable 
amount after the fourth. Bowels acted after seventh 
injection, and no aperient was necessary. 

Case ii. — Female, at. 35 years. Abdominal explora¬ 
tion and radical cure of ventral hernia. Operation Feb. 
10th, 1911. One c.c. of pituitary extract given six hours 
after operation, and repeated every four hours. Flatus 
passed on next day without the insertion of rectal tube. 
Bowels acted after simple enema on Feb. 14th. Patient 
had no abdominal discomfort. 

Case 12.—Female, jet. 38 years. Abdominal hysterec¬ 
tomy for fibroid. Operation Feb. 17th. Two c.c. of pituitary 
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extract given six hours after the operation, followed by 
i c.c. every four hours, with a 2 c.o. dose once in twenty- 
four hours. Flatus passed freely from the first, and there 
was no abdominal discomfort, but as there was only a 
slight action of the bowels after an enema an aperient was 1 
necessary. , 

Case 13.— Male, a?t. 55 years. Gastro-enterostomy and 
excision of gastric ulcer. Operation Feb„ 24th. Injec- 1 
tion of 1 c.c. of pituitary extract given before leaving the 
operating table, and repeated every four hours. Passed j 
flatus freely on Feb. 25th, and bowels opened after enema j 
on the 27th. I 

Case 14.— Male, aet. 34 years. Gastro-enterostomy and . 
excision of gastric ulcer. Operation Feb. 28th. One c.c. of 
pituitary extract injected at 6 p.m., and repeated every 1 
four hours. Passed flatus freely during first night, and had 
no abdominal discomfort. Bowels open after enema on 
the fourth day. Highest pulse-rate 80 per minute. 

Case 15.— Female, ;et. 15 years. Removal of appendix 1 
for acute inflammation. Operation March 10th, 1911. ' 
One c.c. of pituitary extract injected in the evening, and 
repeated every four hours. Flatus passed freely that 
evening, and patient had no abdominal discomfort. 
Bowels acted well after enema. No constipation after¬ 
wards. 

Case 16.—Male, set. 16 years. Ruptured appendix; con- ! 
cretion loose between ileum and posterior abdominal wall. ; 
March 14th, 1911, removal of appendix. Pituitary extract 
in 1 c.c. doses given every four hours. Very little flatus , 
passed, but no abdominal distension or discomfort. Un¬ 
satisfactory result after enema, so aperient necessary. 

Case 17.—Male, ;et. 27 years. Subacute appendicitis. , 
Appendix full of pus. March 14th, 1911, removal of 
appendix. Injections of pituitary extract started in ! 
evening after operation, and continued for forty-eight j 
hours. Passed flatus freely same evening, and loose 
motion after forty-eight hours. Suppuration in the site of 
one of the injections. 

Case 18.—Male, xt. 29 years. Chronic appendicitis j 
with adhesions. March 17th, 1911, removal of appendix. | 
Pituitary injections in 1 c.c. doses were started in theevening j 
after the operation, and repeated every four hours. Flatus ! 
passed well on night of operation, and no abdominal 
discomfort. Good action of the bowels after enema. 
Pulse-rate never higher than 80. 

Case i 9.—Male, ;et. 43 years. Chronic appendicitis with | 
adhesions. March 21st, 1911, removal of appendix. ( 

Pituitary injections in 1 c.c. doses started six hours after | 
operation, and continued every four hours. Flatus passed 
freely after first injection, and no abdominal discomfort 
whatever. Bowels acted well after simple enema on third < 
day. 

Cask 20.—Male, aet. 40 years. Duodenal ulcer, j 
March 24th, 1911, posterior gastro-enterostomy and occlu- | 
sion of pylorus. Pituitary extract given every four hours 1 
for the first forty-eight hours. Transverse colon was 
loaded with faeces at time of operation, so an enema was 
given after twelve hours with satisfactory result, and a 
considerable amount of flatus passed afterwards. No 
abdominal discomfort. Highest pulse-rate 66. Had re¬ 
tention of urine lasting forty-eight hours. 

Case 21.—Female, ;et. 16 years. Subacute appendicitis. 
March 24th, 1911, removal of appendix. Ten minims of 
pituitary extract given every four hours. Flatus passed 
freely after first injection. Bowels acted after enema. ' 
Had retention of urine which continued three days. | 

i 

Frbm the result of the injections in these cases | 
it is evident that pituitary extract has a very 
marked effect upon the muscular coats of the j 
bowel, and that it is able to overcome the tern- | 


porary paralysis due to exposure. This is shown 
by the early passage of flatus and by the absence 
of abdominal discomfort. In only three cases did 
the bowels act without the assistance of an enema, 
but in every case except two a satisfactory action 
of the bowels was obtained after a simple enema, 
and it was unnecessary to give any aperient by the 
mouth. All the patients passed flatus freely 
within a few hours of the first injection, and were 
free from any abdominal pain or distension ; no 
patient complained of flatulence. The flatus was 
often passed freely without the introduction of a 
flatus tube. The pulse-rate remained much lower 
than usual, and after some of the severest opera¬ 
tions it did not exceed 80 per minute. Except in 
the last two cases no patient suffered from post¬ 
operative retention of urine, and so catheterisation 
was unnecessary. 

The patients treated with injections of pituitary 
extract after abdQminal operations are certainly 
more generally comfortable than those who do not 
receive them. I do not, however, consider that 
the drug can be relied on completely to empty the 
bowels without the assistance of enemata, and so 
I do not think that it need be employed after the 
first twenty-four hours. I would recommend 
three injections of 1 c.c. each during the first 
twenty-four hours as a routine practice after laparo¬ 
tomies ; this will enable the patient to pass flatus 
freely, will prevent any flatulent distension, and 
will lessen the amount of aperient necessary for a 
thorough clear-out of the bowels. The injections 
must be made into a muscle, and should never be 
given subcutaneously, as the latter method causes 
considerable pain. The first injection should be 
given six hours after the operation, and the other 
two at intervals of six hours. No further injection 
need be given unless the patient complains of 
flatulent‘distension. The occurrence of suppura¬ 
tion at the site of an injection is the only un¬ 
pleasant symptom which I have seen ; it is difficult 
to explain its occurrence, as strict antiseptic precau¬ 
tions were taken in giving the injection, which was 
made into the biceps muscle. I have never seen 
any unpleasant general symptom follow these in¬ 
jections. 

I am indebted to Messrs. Parke, Davis & Co. 
for a supply of pituitary extract for the purpose of 
this investigation. 

September, 4///, 1911. 
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HYDATIDIFORM MOLE.* 

By GEORGE BLACKER, M.D., F.R.C.S., 
F.R.C.P., 

Obstetric Physician, University College Hospital. 


Gentlemen, —Hydatidiform mole is not a very 
common disease. I have seen only some seven¬ 
teen cases during the last fifteen years. Probably 
the incidence of the condition is one in two or 
three thousand pregnancies. The youngest recorded 
case is that of a child, aet. 9 years, the oldest that 
of a woman, aet. 53 years. Most commonly the 
condition occurs between the ages of twenty to 
forty and it is found more frequently in multi- 
pane than in primiparae. It has no relation to any 
previous abortion on the part of the patient. There 
are, however, certain predisposing causes, the most 
common of which are nephritis, the age of the 
patient, and previous affection of the uterus. An 
interesting case in which the kidney of pregnancy 
was present and in which the patient died is the 
following: 

A primipara, aet. 33 years, had had amenorrhoea 
for nineteen weeks. Four weeks before admission 
to the hospital there was some uterine haemorrhage. 
The blood-pressure was 190 mm. Hg., and the 
urine contained a quarter albumen. While in the 
ward the patient had two severe attacks of 
haemorrhage, and at the twenty-fourth week of 
pregnancy it was decided to induce premature 
labour with bougies. A good deal of haemorrhage 
occurred after the introduction of the bougies, and 
the patient died suddenly from cardiac syncope 
during the night. The uterus and mole together 
weigh 8 lb. 9 oz. The kidney showed degeneration 
and coagulation necrosis of the epithelium of the 
convoluted tubules. 

Two main theories have been put forward as to 
the cause of hydatidiform mole: one that it is 
due to some primary disease in the ovum, the 

* A clinical lecture delivered at University College 
Hospital. 
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other that it is due to some affection of the 
decidua. The adherents of the first theory suggest 
that the ovum is diseased at the time of fertilisa¬ 
tion, and that the disease may be inherited from 
the father or from the mother. An objection to 
the ovular theory is that in many cases of hydati- 
diform mole the embryo dies at a very early stage 
of development. In all the specimens I have to show 
you in only one is there any trace of an embryo. 
Furthermore there is the fact that a hydatidiform 
mole may occur in a twin pregnancy, although 
this, of course, would form no objection to the 
ovular theory if the two embryos were developed 
from separate ova. The following case is one of a 
twin pregnancy with a hydatidiform mole. 

The patient, set. 39 years, had had ten children. 
In September, 1896, she had her last period. In 
January, 1897, there was haemorrhage from the 
uterus. On February 4th the uterus was 9 in. 
above the pubes. The next day a hydatidiform 
mole weighing 2 lb. 13 oz. was expelled, followed 
by a foetus measuring. 11 in. in length and weighing 
125 oz., of about the fifth month of development. 

The placenta of the foetus showed slight vesicular 
degeneration. 

An interesting and important condition may 
occur in the ovaries, viz. the presence of lutein 
cysts, which possibly has some relation to the 
development of a hydatidiform mole. The follow¬ 
ing case is one in which the ovaries contained 
well-marked lutein cysts: 

The patient had been married for four months ; 
the uterus reached up to the umbilicus, and its 
feel suggested the presence of hydramnios. No 
signs of foetal life could be detected. A cystic 
tumour was present in the right iliac fossa. A 
diagnosis of an ovarian cyst complicating pregnancy 
with hydramnios was made, and ovariotomy was 
performed. As both ovaries were cystic the whole 
of the right and two-thirds of the left ovary were 
removed. A few days later a hydatidiform mole 
weighing 2 lb. 9 oz. was expelled. The patient 
made a good recovery. The case therefore was 
one of hydatidiform mole with cysts of the corpora 
lutea. 

In operating upon such a case in future one 
would not remove either ovary, since it has been 
shown that these very interesting cysts of the ovary 
may disappear spontaneously. Of 172 cases of 
mole collected by E. Runge and others lutein cysts 


of the ovary were present in thirty-six, so that the 
occurrence of such cysts is not a very common 
event, but in nearly all the cases in which a micro¬ 
scopic examination has been carried out the cysts 
have been found to be cysts of the corpora lutea. 

The question as to the possible relationship 
between these cysts of the ovary and the develop¬ 
ment of the hydatidiform mole is of much interest. 
One view is that the development of the cysts 
interferes with the normal function of the corpora 
lutea, which is said to preside over the em¬ 
bedding of the ovum in the uterus, and Fraenkel 
maintains that it interferes with the normal develop¬ 
ment of the trophoblast, so that the cells of the 
villi proliferate unduly, and a hydatidiform mole 
develops. Others maintain that the essential 
change in the development of hydatidiform mole 
is the change in the epithelium of the chorionic 
villi. Their view is that the over-development of 
the lutein tissue leads to an overgrowth of the 
epithelium of the chorionic villi. Thus we have 
two explanations : the one that these cysts interfere 
with the normal function of the corpora lutea, the 
other that the excess of lutein tissue causes a 
proliferation of the epithelium of the chorionic 
villi. These two views are to some extent opposed 
to one another, and it is safer to conclude that 
both conditions are due to the same cause—viz. 
the pregnancy. During pregnancy lutein cysts 
develop in the ovary, and the same influence that 
produces the marked proliferation of the cells of 
the chorionic villi may lead to the cystic degenera¬ 
tion of the corpora lutea. It is much simpler to 
suppose that the same cause is acting in both cases 
than to believe that the cysts have anything to do 
with the development of the mole or vice versa. 

Let us turn now to the other theory which has 
been put forward to account for the development 
of the hydatidiform mole, i. e . the decidual theory, 
or the view that the mole is due to some disease of 
the decidua. In some 25 per cent, of the cases 
there is a history of previous uterine trouble with 
disturbance in menstruation. The placenta has 
been injured experimentally in animals, and the 
injured portions have undergone hydatidiform 
degeneration. What are the anatomical changes 
which take place in the decidua ? In most cases 
the mucous membrane of the uterus is thickened 
and degenerated, and there is a small-cell infiltra¬ 
tion. But it will be noticed that the small-cell 
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infiltration is most marked in the neighbourhood 
of the mole. I have here a drawing of a mole 
in situ which shows very well-marked small-cell 
infiltration, and that the epithelium of the mole is 
beginning to invade the decidua. The small*cell 
infiltration, limited as it is to the site of the mole’s 
attachment, is in all probability therefore secondary 
to the presence of the mole itself. The changes in 
the mucous membrane of the uterus, which have 
been described, are not of very much value in sup¬ 
port of the decidual theory. The development 
of the mole causes atrophy and disappearance of 
the mucosa, so that in sections of the uterine 
wall there is complete disorganisation of the 
mucous membrane. I have here a drawing show¬ 
ing the muscular layer of the uterus and the 
mucous membrane; the latter has undergone 
marked degeneration, and no longer affords any 
protection to the muscle. These degenerative 
changes in the uterine mucosa are much more 
likely to be the result of the presence of the mole 
than its actual cause. This view is further favoured 
by certain known facts. In a number of cases, for 
instance, the degenerative change only affects the 
area of the placental attachment. In some cases— 
and this may be the case in a twin pregnancy—only a 
small portion of the placenta is involved. Changes 
in the uterine mucosa are especially common in 
cases of nephritis, and, further, it is well known 
that this form of mole occurs in patients of com¬ 
paratively advanced age as a rule, and may recur 
in the same person. A good example of this is 
the case of a woman who had eleven hydatidiform 
moles in succession, while in another recorded 
case there were four moles in succession. These 
facts, therefore, are in favour of the decidual 
theory, and many authorities at present accept 
the view that a hydatidiform mole is the result 
of pathological changes in the endometrium, and 
that the change in the chorionic villi is asso¬ 
ciated with pathological changes in the decidua of 
the uterus, leading mainly to disturbances of the 
circulation through the uterine mucosa. Hyda¬ 
tidiform degeneration takes place usually in the 
early weeks of pregnancy, and the mole begins 
to develop generally within the first month, at a 
time when the whole of the ovum is covered 
with chorionic villi. 

What, then, is the pathology of hydatidiform 
mole? The old description of its appearance 


which is still to be found in some of the text-books, 
compares the hydatidiform mole to a bunch of 
grapes. As a matter of fact, the mole does not in 
reality resemble a bunch of grapes. The cystic 
I degeneration occurs at intervals along one single 
villus. There are not a number of cysts connected 
with one another like a bunch of grapes, but they 
occur along a single stalk, and are of varying size. 
The specimen on the table shows that the largest 
cysts may be an inch or more in their longest 
diameter. They may vary from a microscopic 
cyst to one measuring from one to one and a half 
inches in length. In a well-marked example the 
mole may appear to be attached to the whole of 
the uterine wall. Such a mole may, indeed, weigh 
anything from a few grammes up to a tumour 
as heavy as a foetus at full term. The whole of 
I the placenta may be involved, or only a portion 
I of it; and when only a portion is involved, a living 
child may be born with the mole. 

The mole is covered in the early stages with 
decidua, but as it grows the decidua disappears. 
The decidua of the uterus as seen in this drawing 
has gone almost entirely, only a degenerate layer, 
Nitabuch’s fibrin layer, remaining. Not only does 
the mole destroy the decidua, but in a certain 
number of cases it invades the uterine muscle. 

An important feature of these moles is the 
almost universal absence of the foetus, although we 
have one specimen in the museum in which a 
foetus can be seen. As you know, at an early stage 
of the development of the ovum the chorionic villi 
tend to atrophy and disappear. Unless a mole, 
therefore, begins to grow at a very early stage, it is 
limited to a small portion of the placenta. But a 
hydatidiform mole as a rule does begin at a very 
early stage, and affects the whole of the chorion. 
In a few cases, however, the vesicular degeneration 
affects only the decidua capsularis, and cases have 
been recorded in which the placenta has been 
normal, and a vesicular mole has developed in 
connection with the extra-placental portion of the 
chorion. In a certain number of cases, as I have 
said, a vesicular mole is associated with a twin, 
and the twin may be bom alive at full term. 

With regard to the microscopic appearances, the 
most marked is proliferation of the epithelium 
covering the villus and degenerative changes in the 
stroma of the villus. If we look at a microscopic 
section, we find that the cells which proliferate are 
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largely the cells of Langerhans’ layer. Not only is 
there extensive proliferation of the epithelium, but 
it also undergoes degeneration, and numerous 
vacuoles are present in the cells, due to these 
degenerative changes. This proliferation of the 
epithelium is associated with certain changes in the 
stroma of the villus. Serous transudation occurs 
into the stroma, and the cells of the stroma become 
separated from one another and displaced towards 
the periphery, the villus undergoing cystic degenera¬ 
tion and the blood-vessels disappearing. The 
essential features, therefore, are marked prolifera¬ 
tion and degeneration of the epithelium, cystic 
distension of the affected part of the villus, de¬ 
struction of the stroma, and entire disappearance 
of the blood-vessels. No doubt the destruction of 
the blood-vessels is associated with the serous 
transudation which occurs. 

The proliferation of the epithelium is the most 
interesting feature. A hydatidiform mole is an 
early stage in the evolution of a chorion-epithelioma: 
there may be said to be four stages, represented 
by the normal proliferating epiblast, the innocent 
mole, the malignant mole, and the chorion-epithe¬ 
lioma, associated with metastases in different 
parts of the body. All of these owe their 
origin to the fact that the primitive epiblast 
possesses marked powers of proliferating. In the 
great majority of cases hydatidiform moles are 
entirely innocent. It is true that chorion-epithe¬ 
lioma is preceded in 50 per cent, of cases by 
hydatidiform mole; but the number of cases 
in which hydatidiform mole is followed by chorion- 
epithelioma is excessively small. Seventy-five 
cases of hydatidiform mole have been recorded 
and watched carefully, and not one has developed 
a chorion-epithelioma. Therefore one may say 
that the development of a chorion-epithelioma 
following a hydatidiform mole is a very exceptional 
circumstance, although half the cases of chorion- 
epithelioma have a previous history of a hydatidi¬ 
form mole. 

In cases of perfectly innocent hydatidiform moles 
epithelial cells may occasionally be found lying 
in the blood-vessels of the uterine wall. 

The following very interesting case is an illustra¬ 
tion of this: 

A multipara, aet. 26 years, whose last period 
occurred on August 28th, 1909, after eleven weeks' 
amenorrhoea, developed attacks of severe abdominal 


pain, accompanied by marked pallor and faintness. 
An exploratory laparotomy was carried out, and 
the uterus found to be apparently pregnant. On 
December 1st, after a period of amenorrhoea lasting 
thirteen and a half weeks, a mole was expelled. 
On February 14th the uterus was curetted for 
haemorrhage. Examination of the scrapings 
showed some epithelial cells lying in one of the 
vessels of the uterine wall and hysterectomy was 
recommended on the grounds that a chorion- 
epithelioma was very likely to develop. 

At this stage I saw the patient, and as the 
haemorrhage had ceased, the uterus was not 
enlarged, and she was perfectly well, I recom¬ 
mended that nothing should be done. No further 
symptoms developed, and the patient is perfectly 
well at the present time. 

In a certain number of cases, however, in which 
such collections of epithelial cells are found in 
the vessels of the wall of the uterus, a chorion- 
epithelioma may develop. Such cases, however, 
are rare, and if such cells are found the patient 
should be watched for some time before a hysterec¬ 
tomy is carried out, as if it is done too soon we may 
be removing a perfectly healthy uterus. A collection 
of epithelial cells derived from the' mole, and 
lying in the uterine musculature, therefore, must 
not be regarded as certain evidence of the develop¬ 
ment of a malignant condition. 

In regard to diagnosis, the main symptoms are 
two. The first is the excessive size of the uterus, 
and the second is haemorrhage. In the majority 
of cases the uterus is bigger than it ought to be. 
In a few cases, however, the mole may be associated 
with a foetus. Then if the foetus dies and if the 
mole ceases to develop, the uterus may be the 
same size as it ought to be, or it may be even 
smaller. This increase in the size of the uterus 
applies therefore mainly to the early months of 
pregnancy. 

In 80 per cent, of the cases there is haemorrhage. 
In one of my cases haemorrhage came on at the 
eleventh week, in another at the fifth week, and in 
a third at the fifteenth week. In one of the cases 
the haemorrhage did not begin until after the 
fourth month. But generally it begins at the end 
of the first month, and is most copious during the 
second, third and fourth months. Nevertheless, a 
woman may bleed from a hydatidiform mole for 
the first time in the later months of pregnancy, and 
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we may be faced with the anomalous condition of 
a woman with a uterus smaller than it ought to be 
bleeding for the first time at the seventh month of 
pregnancy from a hydatidiform mole. The haemor¬ 
rhage may be so severe that the patient's life may 
be endangered. .This is illustrated by the following 
case : 

The patient, aet. 26 years, had her last period 
twelve weeks before admission. Haemorrhage 
began seven weeks before admission. There 
was a show of blood one week later, and after an 
interval of a week a second flooding occurred. 
The uterus was just above the umbilicus, and 
intermittent uterine contractions were present. 
After the expulsion of the mole very severe 
haemorrhage occurred, the patient became collapsed 
and pulseless, and was revived with great difficulty 
by the administration of strychnine and brandy 
and the intra-venous transfusion of normal saline 
fluid. 

This woman, therefore, as nearly as possible 
died from haemorrhage following the expulsion of 
a hydatidiform mole. The haemorrhage, then, may 
be very severe, although in the majority of cases it 
is not. In some cases haemorrhage occurs into the 
uterus, and this may lead to great difficulty in 
diagnosis. 

In only one case out of the seventeen which 
have come within my notice have any vesicles 
been passed or recognised before the mole was 
expelled. 

A further sign of some importance is that in a 
hydatidiform mole the uterus may be more tender 
to palpation than in a normal pregnancy. If the 
uterus is very tender and unduly enlarged and 
bleeding from the vagina is present, the possibility 
of a hydatidiform mole being present should be 
thought of. Nausea and vomiting occur in a 
smaller percentage of cases than in ordinary 
pregnancy. In 20 per cent, of these cases there is 
albumen in the urine, and in one, at any rate, of 
my cases there was definite nephritis. 

In the great majority of the cases—some 60 or 
70 per cent.—the mole is expelled before the 
fifth month, and in only 5 out of 150 recorded 
cases did the patient go to full term. But the mole 
may be retained for eleven or even for sixteen 
months in utero . This, however, is excessively 
uncommon. In most cases the actual expulsion 
of the mole takes but a short time. But it may 


be attended, as we have seen, by very severe 
haemorrhage. 

The important symptoms to be considered, 
therefore, in making a diagnosis, are undue increase 
in the size of the uterus and haemorrhage. There 
may be some of the signs of pregnancy, including 
changes in the breast and in the cervix and possibly 
in the vagina. The apparently pregnant uterus 
may exhibit intermittent uterine contractions, but 
as a rule there are no signs of foetal life or foetal 
movement. In a few cases the feel of the uterus 
may suggest a mole, but in the great majority the 
mole is not diagnosed until it is expelled. It is 
true its presence may be suspected, but a certain 
diagnosis is made but rarely. 

So far as the foetus is concerned, the chances of 
its being born alive are very small. The danger to 
the mother varies in different cases. The death in 
Case 1 could hardly be attributed to the mole. It 
has been stated that the death-rate may reach 20 
per cent., but at the present day a considerable 
series of hydatidiform moles has been recorded 
without a single death, and it is practically certain 
that the death rate is not nearly so high as it used 
to be. But there is a certain danger of both 
haemorrhage and sepsis. The risk of sepsis is due 
to the fact that very often portions of the mole are 
left in utero and give rise to septic infection or 
septic intoxication. A further danger is damage to 
the uterus occurring during the removal of the 
mole. In practically all these cases the curious 
condition known as a malignant mole has been 
present which has invaded the uterine muscle, and 
when the mole has been removed the muscle has 
given way and the wall of the uterus has been 
perforated. 

The morbidity of these cases of hydatidiform 
mole is very high, although the ultimate prognosis 
is good. 

With regard to treatment, if the diagnosis is 
doubtful and the haemorrhage is slight, the correct 
thing to do is to watch the case. But if the 
haemorrhage is at all severe interference should 
take place unhesitatingly. In Case 1 we main¬ 
tained a watching attitude for too long before 
emptying the uterus. Had we diagnosed the exact 
condition of things we would not have introduced 
bougies, which set up a certain amount of haemor¬ 
rhage. In the ordinary way a case of hydatidiform 
mole should not be treated by the introduction of 
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bougies. The best plan of treatment is to dilate 
the cervix with tents or a bag, give an anaesthetic, 
and remove the mole. The introduction of tents 
or a bag sets up uterine contractions, and the ease 
with which the mole can be expressed is often 
striking. After the cervix is dilated you should 
expel all that you can by pressure through the 
abdomen on the fundus of the uterus, and then, 
having emptied the uterus, separate and remove 
the remnants with the finger, and do not use a 
curette. It is necessary to take great care not to 
injure the uterine wall, and to wash out the uterus 
afterwards with sterile saline solution or water 
rather than with a strong antiseptic lotion. 

Having emptied the uterus, the ordinary lines of 
treatment may be followed. There need be no 
hurry to interfere because the patient goes on 
bleeding a little afterwards. She bleeds probably 
because small shreds are left behind and cause a 
certain amount of congestion of the uterine mucosa. 
It is difficult, using the finger, to remove the whole 
of #the mole, and therefore the patient in some 
cases bleeds rather longer than one likes. In the 
great majority of cases this means nothing. If it 
is necessary to curette the uterus the scrapings 
should be kept and examined microscopically. 
The patient in all probability will get quite well, 
even if there are isolated epithelial cells in her 
uterus. If there are extensive masses of epithelial 
cells, of course the uterus must be removed, and 
with a localised tumour there must be no hesitation 
about such interference, but you should not be in 
a hurry to remove the uterus because you find some 
collection of epithelial cells in the scrapings. The 
prognosis is in reality a very good one, and the 
danger of chorion-epithelioma following in such 
a case has been rather exaggerated. 

September nth, 1911. 


Early Diagnosis of Suppuration in and 
around the Kidney. —Baum states that bacteria 
are found in the urine in cases of metastatic suppu¬ 
ration in and around the kidney much more 
regularly than is generally recognised. He obtained 
positive findings in all but one of seven cases of 
the kind, while the urine was constantly sterile 
when the suppuration was retroperitoneal. Staphy¬ 
lococci are generally responsible for the suppuration 
and their toxins injure the epithelium in the 
canaliculi.— Journ. A . M. A ., vol. lvii, No. 8. 


POST-GRADUATE LECTURE 

ON 

THE TRAGEDIES OF OCULAR 
DISEASE. 

By PERCY DUNN, E.R.C.S., 

Senior Ophthalmic Surgeon, West London Hospital; 

Lecturer on Ophthalmology, West London Post- 
Graduate College. 

I propose to invite your attention this afternoon 
to the tragedies met with in association with ocular 
disease. 

! It falls to the lot of the ophthalmic surgeon in 
I his practice to witness many such tragedies. 

Collectively there is the tragedy of blindness, 

| and that of death : blindness, inasmuch as when 
complete it reduces us to an existence which 
is purely vegetative ; death, because of the un- 
1 answerable problem of why the cause of it 
should be centred in an area so limited as that 
comprised in the eyq surge6n , s work. In his 
special work, however, there are pitfalls of 
§ diagnoses, of treatment, and of operative manipula¬ 
tions’: there are mistakes, contumacy and ignor¬ 
ance on the part of patients ; there are neglect, 
j stupidity and callousness on the part of parents, 
j from all of which the tragedy of blindness may 
result. The patients in such cases are confronted, 
not with a question of life and death, but with a 
continuing pervading misfortune, manifesting the 
| limits of human foresight and capacity, generally, 
also, serving as an ever-present example of the 
I frailties of our common nature. The drama never- 
i theless of ophthalmic work is not always based upon 
| these premises. Nature herself sometimes assumes 
! the double rdU of conceiving a tragedy and acting 
it. We cannot fathom the inscrutable wisdom of 
her handiwork, nor can we estimate the purposes 
of its conception and evolution. All that we can 
I seek to do is to counteract its effects. Sentiment 
I is not needed to excite a feeling of wonder and 
admiration for an organ so delicately and perfectly 
| constructed as is the human eye. It goes without 
saying that there is nothing in human anatomy to 
equal it either in the complexity of its design, the 
adaptation of well-known mechanical principles to 
the purposes of its function, or the exquisite utilisa¬ 
tion of the natural properties of matter which is 
illustrated in its structure. But while Nature has 
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made every provision for the maintenance of the 
integrity of its function, she nevertheless exhibits 
a marvellous prodigality in destroying it by disease. 
Thus it is that the eye becomes a remarkable 
pathological entity, and thus, too, it is that the 
ophthalmic surgeon is brought in contact with the 
tragedies which Nature conceives and perpetrates 
in this regard. Here is a notable instance Some 
years ago a man was sent to see me from the 
country for advice in respect to his right eye, which 
had recently become painful. While a child he 
had been operated upon for double congenital 
cataract. Being almost totally blind, he had never¬ 
theless just sufficient vision to guide himself about 
and to follow an occupation, that of a piano-tuner, 
which had been taught him in a blind school. For 
the vision he possessed he mainly relied upon his 
right eye, but this eye had recently become totally 
blind and subject to recurring attacks of pain and 
inflammation. On examination it was obvious 
that the glaucomatous signs were due to an intra¬ 
ocular growth. His means being naturally limited, 
I admitted him into the hospital for enucleation. 
On examining the eye afterwards a sarcoma of the 
choroid was found, involving the ciliary region. In 
every sense here was a tragedy. The man, 
struggling against a dire physical infirmity, was just 
able to raise himself above the wave of almost 
overwhelming adversity. He was contented and 
happy in the success of his efforts, and then—then 
comes a fateful affliction. In view of a grdater 
evil he is required to lose the eye whose better 
vision had hitherto enabled him to meet the 
exigencies of his fate. 

Then every case, practically, of sarcoma of 
of the orbit illustrates a tragedy of dire degree. 
Contrast, for example, the environment of an 
orbital sarcoma with that of a limb. Perhaps 
of all sarcomata accessible to surgical treat¬ 
ment sarcoma of the orbit is from the first the 
most hopeless, the most fatal. However perfect 
or complete exenteration of the orbit may be, no 
matter what care may be expended in the removal 
of every shred of orbital tissue, recurrence is the 
almost invariable rule. Then follow succeeding 
operations for the excision of the recurrent growths 
until life is destroyed by the extension of the 
disease to the meninges and brain and the develop¬ 
ment of secondary growths elsewhere in the body. 
The tragedy of orbital sarcoma is illustrated not 


only in the invariable fatality with which it is 
associated, but also in the fact that a locality, so 
limited, so well protected from external causes of 
irritation, should ever become the seat of a 
malignant growth, and precede the development of 
the disease in other parts of the body in which 
such neoplasms are commonly met with. 

While upon the subject of malignant disease, let 
me now refer to that less fateful example known as 
glioma of the retina. Although less fateful be¬ 
cause the disease is not necessarily fatal, cases of 
glioma of the retina nevertheless still must be re¬ 
garded as tragedies, inasmuch as in order to save 
life children upon the very threshold of their 
existence are required to undergo enucleation of 
one eye, and even sometimes of both organs. As 
emphasising the tragedy of glioma let me quote the 
notable case recorded by Fuchs : “ A mother,” he 
writes, “ brought her four-year-old son into the 
clinic with a glioma of the right eye. According 
to her statement this had existed for only a year, 
but it was already far advanced. The eyeball, as 
a whole, was very much enlarged, and the neoplasm 
was growing out from it into the orbit. The entire 
orbital contents were removed, but nevertheless the 
child died six months later with brain symp¬ 
toms, while at the same time a new tumour could 
be felt in the orbit. Some months afterwards the 
mother brought the next child, a two-year-old boy, 
with the statement that he had been blind in the 
right eye since birth, although it was only recently 
that she had noticed an enlargement of the eye. 
This child had likewise a glioma of the right eye, 
and also died of a recurrence about a year after 
the operation had been performed. Soon after¬ 
wards the woman brought me her last child, then 
only a few months old, full of fear lest this one, 
too, might be the victim of the same frightful 
disease, because she had noticed in its left eye an 
appearance varying from the usual. This child, 
however, did not have a glioma, but a typical 
congenital coloboma of the iris downwards, as 
well as a coloboma of the choroid.” Clinically, as a 
disease, glioma of the retina possesses many points 
of interest. It is the only form of neoplasm of the 
retina, and is the only instance of intra-ocular growth 
met with in childhood. Furthermore, if the 
eyeball be removed in the early stages of the 
disease, it may be said to be the only form of 
malignant disease in which complete removal is 
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attained with every prospect of a cure resulting. 
But so it is, that while no recurrence of the primary 
disease may ensue, it sometimes happens that the 
fellow eye may also become gliomatous. These 
cases are generally regarded as being due to a 
renewed primary outbreak, and in no way dependent 
upon, or arising from, the original growth. A 
distinctive feature of glioma is its tendency to 
multiple appearance in families. In the strict 
sense it is not an hereditary disease; on the con¬ 
trary it is probably dependent upon some congenital 
cause. Just as arrested intra-uterine nutrition leads 
to the production of congenital defects of structure, 
so it is probable that a heterogeneous outbreak of 
cell-reproduction may depend upon the congenital 
absence of some cell-constituent by which local 
cell-production becomes disorderly and uncon¬ 
trolled. As showing the extent to which the 
disease occasionally occurs in families, mention 
may be made of the remarkable case recorded by 
Wilson, of Australia. In the family to which he 
refers no fewer than eight children became the 
victims of glioma. 

In reflecting upon the causes of the tragedies in I 
ocular disease, the conclusion at once becomes j 
manifest that one disease in particular occupies a 
predominant position as the most frequent cause : 
of these catastrophies. I allude to glaucoma. | 
After all, that this should be so is not altogether 
surprising, inasmuch as we have still much to I 
learn concerning the aetiology and pathology of this 
anomalous disease. The two main factors upon 
which we can rely in a case of acute glaucoma 
are (1) that the group of symptoms present depends j 
upon increased intra-ocular«ension, (2) that relief J 
from the symptoms is obtained by the performance 
of a timely iridectomy. Centred around these 
factors are many recognised facts and conditions I 
which experience and inquiry have established as ! 
being common to this form of the disease. We 
know that glaucoma is most frequent in hyperme¬ 
tropic eyes, eyes in which the circumlental space j 
is unusually limited; that arterio-sclerosis is a | 
general concomitant; that pathological changes at j 
the angle of the anterior chamber, are the direct 
cause of the increased tension. But while acute 
glaucoma, the intense inflammatory signs of which ! 
constitute more or less a safeguard against a 
tragedical result, relief being sought in time, 
there is, on the other hand, the chronic form of 


the disease, which slowly runs its course, attracting 
but little notice by its subtle progress, which 
deceives the patient and the medical man as well, 
by the indefiniteness of its symptoms. These are 
the cases in which tragedy so frequently results, 
and which usually reach the ophthalmic surgeon 
when all hope of attempts at relief has become a 
thing of the past. The pitfall which acute glau¬ 
coma constitutes to the unwary is largely due to 
the similarity of some of its symptoms to other 
diseases of the eye, as, per example, iritis. Thus 
it is that mistakes in the differential diagnosis are 
made, and tragedies consummated. A safe rule 
to observe in such cases is always to palpate the 
eyeball, by which the state of tension is revealed,, 
and if in any case doubt should happen to be 
raised whether the tension was or was not 
increased, always compare the tension' of it 
with that of an eye which is known to be 
healthy. Let me now recall to you a tragedy in 
this regard. Some five years ago a middle-aged, 
healthy-looking unmarried lady came to me for 
advice concerning her right eye. Her history was 
that eight weeks previously she had had an acute 
attack of influenza. In the course of the early 
days of her illness the eye became very painful and 
inflamed. No special treatment for the eye was 
resorted to. Gradually the pain and inflammation 
subsided; but four days after the commencement 
of the attack she noticed that the sight had gone. 
On examination, the eye was found to be typically 
illustrative of that deplorable condition known as 
glaucoma absolutum. The globe was of stony 
hardness, no vestige of vision remained—the eye 
was totally and permanently blind. But to this 
history there is a sequel. On the first occasion of 
her visit she walked into my room unaccompanied. 
Two years later, however, she came to see me 
again, and upon this occasion a friend guided her 
way. She gave me the history precisely in terms 
of that of her previous visit. She had recently 
been ; the victim of another attack of influenza. 
Her remaining eye in the course of the disease had 
suddenly become acutely painful and inflamed. 
Again she was told that her eye symptoms were 
merely a part of the influenzal attack, and demanded 
no special treatment. And again, as these symp¬ 
toms subsided, she found that the sight had gone, 
and furthermore, that now she had become 
absolutely blind. Her statement was only too 
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true; both eyes were now in a similar condition, 
blind completely and permanently from absolute 
glaucoma. Here was a case in which the terrible 
experience of the loss of one eye had not served 
as a warning in the protection of the sight of the 
other. What a tragedy was this—what a reflection 
upon the practice of our art, seeing that the patient 
had been under medical treatment during each 
influenzal attack. Possibly the eye symptoms 
were regarded as only one of those protean forms 
of neuritis met with in influenza, and were con¬ 
sequently thought to be of no special significance, 
so nothing was done—no timely treatment was 
adopted; the disease was allowed to run its 
unerring and fateful course in each instance, with 
the direful, tragedical result as described. 

But again in another way can the tragedy of 
glaucoma be illustrated. Occasionally a patient, 
usually a woman, will come from the country for 
advice in respect to one of her eyes, and the 
history generally runs as follows : She states that 
she has cataract, and is wishful to be operated 
upon in order to recover her vision. She adds 
that she first began to notice the failure of vision 
in her eye some three or four years previously. 
To this she gave but little notice at first. Latterly, 
however, she had taken advice, and had been told 
that the loss of vision was due to commencing 
cataract, that she must wait until the cataract 
becomes “ ripe ” before any operation can be 
attempted. She further adds that she thinks the 
cataract must now be quite ready for operation, 
since for some weeks she has not been able to see 
anything with the eye. On examination of the 
affected eye her statement respecting the loss of 
vision proves to be only too accurate. There is 
no perception of light, the eye is absolutely blind 
—not from the immature cataract which is present, 
but from the chronic glaucoma which preceded it. 
She gives on questioning a clear history of “haloes,” 
—that disturbance of visual perception which is 
always present in the early stages of glaucoma, 
corresponding to periods of increased intra¬ 
ocular tension. Further examination reveals the 
pupil to be slightly dilated and immovable and 
the tension to be raised. Sometimes such patients 
allow one eye to become completely blind without 
seeking any advice, and* it is only after they find 
that the vision in the fellow eye is beginning to 
fail also from glaucoma that they submit them¬ 


selves to treatment. Next there are those cases of 
acute glaucoma in which an error of diagnosis is 
made, and the patients are treated for iritis, thus 
precipitating a tragedy. The tragedies in con¬ 
nection with these are less common, inasmuch as 
the acute, often agonising suffering associated 
with the disease compels skilled advice to be taken 
before all vision is permanently lost; and here is 
an experience of my own. 

It was on a Christmas Eve that I was asked by a 
medical friend to see a patient of his in poor circum¬ 
stances. He told me that he had been treating the 
case as one of acute iritis, but now he believed that 
the disease was glaucoma. I found a middle-aged 
woman in bed tossing about in agony owing to her 
right eye. A touch with the finger at once re¬ 
vealed its stony hardness. All the cardinal signs 
of acute glaucoma were clearly marked : an imme¬ 
diate iridectomy was urgent. I returned home 
for my instruments. Hitherto the day had been 
fairly clear, but on leaving my doorstep an appal¬ 
ling condition of things was at once apparent. 
Rolling up from the end of the street was a dense, 
black.cloud of fog, rendering everything invisible. 
Into this I was immediately driven. Its density 
increased as we made our way towards the neigh¬ 
bourhood of the British Museum. Having arrived 
at the patient's house, the stupendous question 
arose, whence was the light to come with which to 
perform the operation ? No electric light or gas 
were available. The fog-filled room was practically 
dark save from the dim, ill-penetrating rays of 
light supplied from a badly trimmed ordinary 
paraffin lamp. But my friend ingeniously thought 
of his acetylene bicycle lamp. This was procured, 
and with its assistance it was deemed possible to 
operate. Complete anaesthesia of the patient 
having been carried out, a temporary pedestal was 
formed close by the patient’s side as she lay 
diagonally upon the bed. This pedestal had a 
basis of three volumes of a popular encyclopaedia ; 
next came a quarto volume of illustrated nursery 
rhymes ; surmounting these were Johnson’s ‘Lives 
of the Poets,’ a yellow-backed novel, and the 
‘ Lays of Ancient Rome,’ all of which specimens 
of literature were commandeered from a small 
bookcase in the room. Crowning the top of this 
literary edifice was the acetylene lamp, with its 
rays of light as far as possible concentrated upon 
the patient’s eye. Under such conditions was the 
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section made and the iridectomy completed. The 
patient made no movement, but had she done so, 
and capsized the erection and the lamp, possibly 
this history could not have been recorded. Never¬ 
theless she made a good recovery, and a month 
later her vision in the affected eye had reached to 
tV With the dim uncertain light available—to a 
myope of, say, 5 D, without correction, this opera¬ 
tion would have been comparatively easy; to an 
emmetrope it was difficult; to a presbyopic hyper¬ 
trope, even with correction, it would have been 
well-nigh impossible. This case would belong to 
the category of what text-books describe as ful¬ 
minating glaucoma: the conjunctiva was exten¬ 
sively chemosed, the pupil widely dilated and fixed, 
the cornea hazy; the pain had been so acute as 
to have caused more than one attack of vomiting; 
the anterior chamber was very shallow, and the 
vision at the time of my visit amounted practically 
only to perception of light; fingers, for example, 
could not be counted, and, as already said, the 
tension was of marble hardness. The intensity of 
the signs no doubt was partly due to the fact that 
the case had been treated with atropine. But to 
what practical issue does the record of the cases 
above mentioned lead with a view to the preven¬ 
tion of tragedies of this nature? There is first the 
natural suggestion of the exercise of care in the 
diagnosis of glaucoma. In the acute cases, apart 
from the other signs, the predominant factors are 
the loss of vision and the highly raised tension. 
In the chronic cases the diagnosis is certainly less 
easy, owing to the less determinate and more 
varying character of the signs, but whatever the 
signs may otherwise be, there is always one the 
constancy of which never varies, namely, a gradual 
and persistent contraction of the field of vision. 
But herein a pitfall lies. As long as the central 
vision remains fairly good, as it frequently does 
until the later stages of the disease, the patient is apt 
to pay but little heed to the gradually contracting 
field. When, therefore, medical advice is first 
sought on account of failing vision, this most im¬ 
portant and unequivocal sign in the diagnosis of 
the case is apt to be overlooked, and the symptoms 
may be attributed to commencing cataract. In an 
uncomplicated case of cataract, however, the field 
of vision is always full, showing that the optic 
nerve and retina are healthy. The obvious safe¬ 
guard, then, against mistaking a case of chronic 


glaucoma for one of supposed commencing cataract 
is to ascertain, approximately, it may be, whether 
any limitation is present of the temporal and nasal 
field, and if on examination this is found to be the 
case, clearly no time should be lost in definitely 
determining the diagnosis and in submitting the 
patient to the necessary treatment. 

But the contraction of the field of vision in chronic 
glaucoma is not only of value in determining the 
diagnosis of the disease, but it also acquires an 
additional importance in the subsequent pro¬ 
gress of the case. The anomalous nature of 
chronic glaucoma is manifested by the fre¬ 
quently almost imperceptible advance of its 
changes. Even after the lapse of some months, 
an eye in which the disease is present may exhibit, 
externally, no difference from the normal. In a 
given case there is no injection of the eyeball, 
although commonly slight distension and tortuosity 
of the anterior ciliary veins may be observable; 
the cornea is clear; the pupil natural in size, 
though, perhaps, acting sluggishly to light; no 
increased tension may be present; the media 
are clear, the fundus is natural, for it is only after 
the disease has been in progress for six months or 
more that any excavation of the disc is noticed. 
Despite, however, the negative character for the 
most part of these signs, there is always, as I have 
said, contraction of the field of vision as an early and 
unvarying and a definite symptom, in respect to the 
progress of which the treatment of the case is 
based. In the early stages of the disease the only 
treatment available is the regular and repeated use 
of a weak solution of eserine, half a grain of the 
alkaloid to an ounce of water. The patient is seen 
at intervals, and a close watch kept upon the field 
of vision. After a varying period, should it 
become clearly evident, as shown by repeated 
examinations of the field with the perimeter, that 
contraction is gradually progressing, the only course 
open to the surgeon is to urge upon the patient the 
necessity of submitting to an iridectomy. In this 
regard there are two things that we know: first, 
that if the disease be allowed to run its course, blind¬ 
ness will inevitably ensue; secondly, that the pros¬ 
pects are good, though not certain, of its progress 
being arrested by an iridectomy being performed. 
An iridectomy, then, affords the patient the only 
chance, not of the recovery of vision which has been 
lost, but of safeguarding that which ^till remains. 
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Brilliant, however, as are the results of iridectomy 
in the recovery of vision in acute glaucoma, it is 
not possible to claim any such results in cases of 
the chronic form of the disease. The most that we 
can look for in the latter is the arrest of the 
glaucomatous symptoms, and until we possess 
more precise knowledge than is at present avail¬ 
able of the true pathology of chronic glaucoma, 
the safest and the only course open to the 
surgeon is to urge upon the patient the necessity 
of an iridectomy. 

Any reference to the tragedies of ocular disease 
would not be complete were no allusion made to 
those terrible cases in which blindness results from 
neglect in purulent conjunctivitis in infancy. It 
is scarcely needful to dilate upon the far-reaching 
effects of which these results are productive upon 
the community, the State, and the individual. 
And yet, dire as the penalty is for this neglect— 
a neglect which can never be held to be excusable 
—the fact remains that purulent conjunctivitis is 
a purely preventable and easily curable disease. 
A purulent discharge from an infant’s conjunctiva 
between the second and fourth day of the birth of 
the child means a gonococcal infection. But an 
aggressive ignorance through long ages has led to 
the neglect of the significance of this Symptom. 
Babies, in countless thousands, have thus been 
allowed to become blind by means merely of 
having their eyes bathed with milk or cold tea, 
and still, though happily to a diminished extent, 
the same maltreatment and neglect is practised 
and perpetrated. The greatest cause of blind¬ 
ness throughout the world is attributable to the 
destructive effects of a neglected purulent con¬ 
junctivitis in infancy. Formerly smallpox was 
the commonest cause in this regard, until variola 
was modified and suppressed by vaccination. But 
while before vaccination was introduced by Edward 
Jenner smallpox could not be regarded as a pre¬ 
ventable disease, purulent conjunctivitis must always 
have belonged to this category; at all events, we 
know in these days that it is not only preventable, 
but under proper treatment readily curable, and 
the fact that this is so, as well as that the 
penalty of neglect is blindness, should be indelibly 
engraven upon the heart of everyone to whom the 
care of infants at birth is consigned. So far as 
prevention is concerned the first line of defence is 
the practice of aseptic midwifery ; that is, mainly, 


| the perfect cleansing, and, as far as possible, 

, sterilisation, of the vagina and vulva of the mother 
during labour; then there is the care exercised in 
securing that none of the water in which the infant 
j is first washed gains entrance to its conjunctival 
| sacs; next, as a further precaution, is the method 
of instilling a few drops of a weak solution of 
nitrate of silver into each conjunctival sac of 
the infant immediately after birth. Should, how¬ 
ever, the disease declare itself despite these 
precautions, then.the hourly instillation of drops 
of a solution of nitrate of silver of the strength of 
one grain to the ounce of water must be resorted 
to, and the other details of treatment carried out 
which I fully described in my lecture of December 
last. 

And, then, of the tragedies of syphilis in 
association with ocular disease—how are these 
displayed ? Is not every child born to a syphilitic 
parent itself the victim of congenital syphilis a 
tragedy? Branded as it is with an unmistakable 
inheritance, innocent itself of the fate which has 
befallen it, it nevertheless passes through life a mani¬ 
fest and ever-present testimony to the parent of the 
toll which Nature has exacted for the commission of 
an act of moral obliquity Of the gross changes in 
congenital syphilis, as, for example, the typical face, 
interstitial keratitis, with disseminated choroiditis, 
I need not delay to refer to more particularly ; 
these cases are comparatively common. But there 
is another class of cases illustrating fully the 
tragedical nature of the disease to which I desire 
to draw attention. The extent to which con¬ 
genital syphilis is manifested in children must 
depend upon several causes: (1) The primary 
virulence of the infection in the parent; (2) the 
persistence and period of the subsequent treatment; 
(3) the interval which has been allowed to lapse 
between the completion of the treatment and the 
marriage of the patient. All these are especially 
important points, and obviously so, for the less 
syphilis a man brings with him at marriage the 
more is it likely that his offspring will escape. But 
the nature of syphilis is such that at times it is 
apt to exhibit a subtle aggressiveness under 
circumstances the most unexpected. In this 
regard we are reminded of the saying of the 
renowned pathologist, philosopher and physician, 
the late Dr. Moxon, of Guy’s Hospital, who, in 
the celebrated discussion on the disease at the 
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Pathological Society in the early seventies, remarked, 
“Syphilis once, syphilis ever: syphilis once, syphilis 
universal all the time that a man lives.” And we 
see the evidence of this in its tragedical evolution 
in ocular disease, of which the following details 
illustrate a typical instance. A young fellow comes 
from a University; he is healthy-looking, is brilliant j 
in spirits, active, and of good physique; he states I 
that he is reading hard for an examination, and 
complains that latterly he has noticed flashes of I 
light in the left eye, the vision of which seems to 
be failing. The vision, on testing, amounts only 
to so barely, with no improvement, and examina¬ 
tion with the ophthalmoscope reveals the unmis¬ 
takable signs of disseminated choroiditis associated 
with extensive pigmentation—a common feature in 
the congenital syphilitic form of the disease. His \ 
father is seen, and admits that some years before j 
marriage he contracted, as he was told, a mild j 
form of syphilitic infection, for which he was j 
skilfully treated, and in respect to which he was ^ 
subsequently pronounced to be completely cured, j 
There are four other children of the marriage; all 
of whom, so far, have always been perfectly ! 
healthy; he himself has .always enjoyed good \ 
health, without any signs of a recurrence of his 
syphilitic taint. The Wassermann test is positive, 
confirming the diagnosis in his son—the eldest 
child in the family. Have we not a tragedy here? | 
Long before the diseased eye in this young man 1 
has recovered, with permanent loss of vision in all j 
parts of the field invaded by the pathological 
changes, the other eye will almost certainly become 
similarly involved, with what effect upon his pro¬ 
gress in life time alone can show. How curious it 
is that in these cases which come under the 
ophththalmic surgeon’s notice the eye should be 
the only organ and part in which is displayed the 
congenital syphilitic taint. 

There are other forms of ocular tragedy to which, 
had time permitted, I might have referred, and 
especially so in respect to that which occurs in | 
connection with infective cyclitis—formerly one 
of the most destructive diseases to which the eye 
is subject. In earlier days the tragedy of total 
blindness was the invariable result after its inci¬ 
dence, mainly because of the want of knowledge 
which then prevailed of its special treatment. 
Ghastly records by the older writers exhibit the 
virulence of the disease, and how it pursued its 


unerring course unchecked by the only methods of 
treatment available. But the subject is too large 
to deal with fully here, more especially as possibly 
some of you may have already heard in previous 
lectures the views which I am accustomed to 
express regarding it. 
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From the time that Glisson first described rickets,, 
in the year 1650, pathologists and clinicians have 
been busy trying to discover the essential nature 
of the disease. Up to date this discovery has not 
been made, although many plausible theories have 
been forthcoming. 

A satisfactory theory of the pathogenesis of 
rickets has to fulfil a great number of conditions. 
It must explain why the disease occurs as the 
result of bad feeding, mal-hygiene, and hereditary 
influence, it has to explain a vast and heterogeneous 
series of symptoms, and it has to explain their 
temporary and evanescent duration. 

With respect to rickets, there are a vast number 
of known and undeniable facts; there ,are also 
hypotheses and theories innumerable. Before I 
attempt to unfold the theory that I myself hold, I 
think it desirable to state briefly certain of the 
known facts in the aetiology, pathology and nosology 
of the disease. 

As regards the aetiology, we know that heredity 
plays a double part, which is both direct and in¬ 
direct. We know that infants can be born with 
the symptoms of rickets fully developed. Such 
cases are rare, but distinct from achondroplasia 
and osteogenesis imperfecta, with both of which 
conditions rickets at times has been confused. 


* A lecture delivered at the Polyclinic, Chenies St. 
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Further, we know that there is at times a strong 
family predisposition to the disease, a predisposition 
which asserts itself despite the most careful hygienic 
and dietetic precautions. 

. We know that rachitis is a disease of civilisation 
and most common in Northern Europe. It avoids, 
for the most part, very hot countries, very cold 
countries and high altitudes. It occurs in the most 
crowded quarters of dense centres of population, 
where there is little sun, little air, and less space. 
It does not occur among the Esquimaux, although 
they may live in darkness for several consecutive 
months, nor does it necessarily develop among 
infants who are reared in the closest confinement 
under conditions of the worst ventilation. 

It occurs among the children of the rich who 
want for nothing, and it occurs amongst the poorest 
classes who are manifestly underfed. It occurs 
amongst breast-fed infants, those who are weaned 
early being no more exempt than those who are 
weaned late. It occurs amongst infants who are 
fed on sterilised milk and patent foods just as it 
occurs amongst those who are fed on raw milk 
under the most approved modern condition. 

The late Dr. W. B. Cheadle insisted on the fact 
that rickets was due to a deficiency in the supply j 
of fat. Dr. A. C. F. Rabagliati has claimed that 
it is due to excess of carbohydrates, and Dr. J 
Lahmann incriminates a defective supply of inor¬ 
ganic s^lts. In a word, every possible error of 
feeding that it is possible to imagine at one time 
or another has been held responsible for the causa¬ 
tion of rickets. j 

We are in possession of much experimental ! 
evidence which relates to the production and the j 
cure of the condition as well as to its pathology 
and morbid anatomy. j 

We know that rickets can be produced in j 
animals by restriction of nitrogenous foods (W. 
A. Henry at the Wisconsin Experimental Station). 
We know that it can be caused by feeding them [ 
exclusively on meat, and cured by addition of fat 
(Guerin and Bland-Sutton). 

Further, we know that in active rickets there is 
always a disturbance of the “calcium balance,” that 
is to say, more calcium is excreted from the body 
than is taken in with the food, and analysis of the ash 
shows that there is always a defective mineralisation 
of the bone, especially as regards the calcium base. 

A most important physiological observation is j 
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j that of Nobecourt.* This observer has proved 
j that rickety infants cannot burn up or utilise sugar 
I or other soluble carbohydrates with the same ease 
and facility as normal infants; in other words, 
rickety infants have a low “index of utilisation” 
with respect to sugar; they very readily give 
1 evidence of glycosuria when fed on an.excess of 
soluble carbohydrates. 

Arakif and Irisawa,+ working in Hoppe-Seylers 
laboratory, proved that animals fed on a liberal diet 
of carbohydrates produced more lactic acid when 
the oxygen supply was stinted than when the 
allowance was unlimited. 

Finlay § produced rickets in young animals by 
depriving them of exercise, whereas the control 
animals, with a free opportunity for exercise, 
showed no evidence of the disease. 

Any satisfactory theory of the pathogenesis of 
rickets must offer some explanation of these 
observed facts. Do the theories which have here¬ 
tofore been advanced fulfil this condition ? The 
! favourite theory in this country is that rickets is 
due to a deficient supply of fat. This seems to me 
an unsatisfactory explanation. Rickets certainly 
does occur in fat starvation, but it also occurs in 
infants who consume an excess of fat. Because 
fat cures a certain number of infants who are 
starved with respect to this element, it by no means 
follows that fat plays any part in the pathogenesis 
of cases of undoubted rickets in which there is no 
fat starvation. In fact the line of treatment which 
fat starvation invites actually intensifies the severity 
of the symptoms in infants who already receive a 
sufficiency of fat. 

Rickets has been T arded as due to the develop¬ 
ment of an acidosis—an over-production of lactic 
acid, carbonic acid, and other acids. 

As militating against this theory, it has been 
urged that the removal of calcium from the body 
and the resultant changes in bone which are caused 
by an artificially induced acidosis differ from 
analogous processes in true rickets in the following 
respects: In an artificially produced acidosis the 
bony changes are those of a simple osteoporosis 

* Nobecourt, 1 Rev. Mens, des Mai. de I’Enf./ April, 
1901, p. 161. 

+ ‘ Zeitsch. f. Phys. Chem. Strassbourg,’ vol. xv, p. 546. 

x Ibid., vol. xvii, p. 340. 

$ Pfaundler and Schlossmann (second edition), vol. ii, 
p. 106. 
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which can be cured by the administration of a 
sufficiency of calcium salts, whereas in true rickets 
such administration has no beneficial influence on 
the osseous development. Further, it has been 
argued against that particular variety of acidosis 
which is known as carbonic acid intoxication 
(Wachsmuth’s carbonic acid theory) that in con¬ 
genital morbus cordis, where the excess of carbonic 
acid in the blood may be extreme, there is no 
tendency for the development of the rachitic 
process. 

The conception that rickets is an infective dis¬ 
order is no more satisfactory. If it is merely an 
infective disorder, why can it be produced at will 
by want of fat, excess of carbohydrates, want of 
exercise and deprivation or excess of half a dozen 
other elements in the food ? 

That rickets is essentially a nervous disorder has 
been held by many writers. The prominence of 
nervous manifestations lends colour to this theory. 
Nervous irritability, spasmus nutans, laryngismus 
stridulus, convulsions, tetany, universal pseudo- 
paresis of muscles, and general want of tone in both 
striped and unstriped muscles and dystrophies of 
bone and other tissues are only some of the more 
common phenomena which are clearly attributable 
to disturbance of the nervous system. It may be 
argued, and, of course, generally is argued, that 
these nervous symptoms are simply epiphenomena 
of some underlying pathological process, such, for 
instance, as the depletion of the system of calcium 
bases, and that they are not essential factors in the 
disease itself. 

One of the latest theories is that of Stoeltzner,* 
which presupposes some implication of the adrenal 
bodies. He asserts that not only are the adrenals 
small in rickets, but that they are also deficient in 
adrenalin. He claims that adrenalin benefits cases 
of rickets, and that it has a similarly beneficial 
influence in cases of osteomalacia, which is 
practically the same disease in older individuals. 

The peculiar dilatation of blood-vessels, and of 
hollow viscera, as well as the want of tone in the 
muscles of rachitic infants, and the known physio¬ 
logical action of adrenalin in promoting muscular 
tone are of course suggestive that there may be some 
association between adrenal disease and rickets. 
The conception, however, that a disease so wide 

# Stoeltzner, ‘Jahrb. f. Kinderheilk.,’ 1899; and Pfaundler 
and Schlossmann (second edition), vol. ii, p. 106. 


in its geographical, as well as ip its anatomical 
distribution, can be due in all cases to the implica¬ 
tion of one organ seems altogether an extravagant 
and narrow view. 

For my part, I do not believe for one moment 
that the pathological processes underlying rickets 
are capable of being explained in this exceedingly 
simple manner. 

Just as the aetiology of rickets is complex, and 
the symptoms manifold, so do I believe that the 
pathology is composite and involved. 

I think that the pathogenesis of the disease must 
be regarded as a vicious cycle of events in which 
each individual link of the chain acts and reacts 
on each one of the others. In describing this 
vicious cycle it is difficult to know at what point 
to begin; indeed in the production of rickets, there 
is no one starting-point; the disease may start 
indifferently at any one point. 

The vicious cycle may be briefly described as 
consisting of an inefficient liver connected up by 
innumerable links with a disturbed central nervous 
system. 

These are the two pathological pivots on which, 
according to my view, all the symptoms hinge. 

The liver may be primarily damaged by faulty 
methods of feeding, or it may be inherently or 
congenitally inefficient in its functions. As a 
rule there is first indigestion, then toxic products 
of indigestion, then efforts on the part of the liver 
to oxidise or destroy these products, then collapse 
or failure with the escape of these products into the 
general circulation, and finally poisoning of the 
nervous system itself. 

Poisoning of the nervous system, from whatever 
cause induced, not only intensifies the liver ineffi¬ 
ciency, but it also leads to incapacity on the part 
of the other great furnaces of the body, and herein 
lies the essence of the vicious cycle of events. 
In rickets we find loss of muscular tone or even 
pseudo-paralysis. If both the liver and the other 
great furnaces of the body are hors de combat , 
normal food products (not abnormal products of 
digestion) absorbed into the circulation can no 
longer be oxidised to their normal end-products, 
nor can they be disposed of in other physiological 
ways. Hence follows an acidosis, and for the 
neutralisation of these acid products all available 
bases are called into requisition. The tissues are 
thus deprived of calcium, ammonia, and other 
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elements. It is difficult to neutralise such an 
acidosis by the artificial administration of calcium 
or other metallic salts, for such bodies necessarily 
enter the circulation already saturated with acid 
radicles. This explains why we fail to cure rickets 
by the administration of calcium salts or other 
alkalies. Moreover correction of the acidosis does 
not remove the underlying cause. When, how¬ 
ever, there has been fat-starvation the administra¬ 
tion of fat checks the acidosis, for fat may enter 
the circulation in combination with calcium, sodium 
potassium, or magnesium in the form of a soap. 
And within the tissues such soaps may yield up 
their bases for the neutralisation of free acids, while 
the fatty acids may be employed for the purposes of 
nutrition and the building up of nerve-tissue. 

There can be no doubt that any depression of 
the central nervous system brought about by an 
existing acidosis or toxaemia must lower the capacity 
of the whole system for utilising such food products 
as may be absorbed. This explains the low “ index 
of utilisation ” of sugar by rickety infants. 

The bony changes are partly explained by the 
acidosis, partly by the great activity of the haemo- 
genetic functions of the marrow which are called 
for by the existing conditions, and partly by the 
interruption of normal trophic impulses emanating 
from the central nervous system. 

In all toxaemic conditions—and the same is true 
of conditions of acidosis—there is a great destruc¬ 
tion of the red blood-cells, in fact a free haemolysis. 
In rickets these conditions would cause an intense 
anaemia were it not for the compensatory activity of 
the haemQgenetic organs of the body. Findlay* 
has shown that so far from anaemia being common 
in rickety conditions the reverse is true, owing to 
the compensatory activity of the blood-forming 
tissues. This compensatory action may explain 
the congestion of the epiphyses, and of other areas 
of active growth in bone. In other words, the 
typical bone changes which are characteristic of 
rickets may be due partly to the acidosis which 
deprives the bone of its metallic bases, partly to a 
compensatory or conservative over-activity of the 
blood-forming marrow necessitated by a threatened 
anaemia, and partly to trophic changes. 

Put into simple terms, rickets is due to a relative 
over-feeding, or to a relative incapacity on the part 


* Findlay, ‘ Brit. Med. Journ.,’ May 15th, 1909. 


of the tissues to put ingested and absorbed food to 
physiological use. It is generally accompanied by 
disturbance of digestion, and always accompanied 
by disturbance of the central nervous system. All 
those aetiological factors which depress vitality or 
metabolism will contribute to the rachitic process, 
whereas all those therapeutic resources, such as 
sunlight, cold air, friction, massage, exercise, move¬ 
ment, nerve tonics and stimulants find at once in 
this theory a rational explanation. Even the 
reputed benefit of adrenalin can be explained in the 
terms of this theory, because, as we know well, it 
promotes the tone of involuntary muscle. In other 
words, it promotes the physiological activity of 
muscle, and thus creates a demand for food, and 
at the same time it prevents vascular congestion, 
especially of bone. 

This theory also explains satisfactorily why 
rickets is seldom found in conditions of marasmus 
or atrophy; under such conditions food is voided 
by vomiting or diarrhoea—it is not absorbed, nor, 
indeed, are the products of decomposition in the 
bowel. Hence there is no over-feeding, no excess, 
relative or absolute, of food requiring oxidation 
within the tissues, and consequently there is no 
acidosis. No acidosis, no disturbance of the 
calcium balance, and no bony changes. 

The rachitic infant resembles in many respects 
a parasite; it is in certain instances little more than 
a bag of digestive organs. The stomach, intestines 
and liver are often enormous.* There are also at 
times great reserves of stored food material; but 
the higher functionating organs, the ambulatory 
and prehensile organs, and the nervous system, 
are generally in a condition of delayed or arrested 
development. Rickets, then, is a disease of civilisa¬ 
tion, domesticism and parasitism. It is generally 
caused by inappropriate food, which causes 
indigestion, taxes the scavenging functions of the 
liver, and finally poisons the nervous system. 
Then follows lowering of function of all the 
important organs which are under nervous control. 
Absorbed food is then not utilised to the full and 
burnt up to its end-products, carbonic acid and 
urea. It is only half oxidised, and hence a con¬ 
dition of acidosis is produced, the acidosis causes 
a disturbance of the calcium balance, and the 
demineralisation of bone. The toxaemia and 

* Marfan, 1 Rev. Mens, des, Mai. de l’Enf./ February, 

1895- 
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acidosis combined tend to produce an anaemia, 
which, however, seldom materialises owing to the 
compensatory activity of the homogenetic organs 
of the body (red marrow). The over-activity of 
the blood-forming elements in bone leads to the 
well-known deformities of bone (enlargement of 
epiphyses), deformities which are intensified by 
the want of normal nervous (trophic) control, and 
also by the paresis of muscle. The activity of 
muscle is the normal stimulus for bone growth—in 
fact, there is unity of nerve, muscle and bone, just 
as much as there is a unity of nerve and muscle, the 
so-called neuro-muscular element. If one element 
is involved the two other elements are involved ) 
also. 

The rational treatment of rickets comprises, first 
and foremost, the regulation of the diet on physio¬ 
logical lines. The diet must be designed to meet 
the requirements of digestion, tissue metabolism, 
and of development. A physiological demand for 
food must be created by the application of all those 
external forms of stimulation which act reflexly 
through the nervous system on the muscles, and 
which are solely responsible for the maintenance 
of muscular tone. Such stimuli are light, changes 
of temperature (cold air, cold douches, etc.), 
massage, friction, and handling or playing with the 
infant. In a word, treatment must be designed 
to prevent relative over-feeding, that is to say, 
relative to the infants power of physiological 
utilisation. 

If this conception of the pathogenesis of rickets 
cannot adequately explain all its many and varied 
manifestations, I believe that it constitutes a 
rational basis for its prevention and treatment. 
The only cases of rickets which I have met with 
among the infants who are regularly brought to 
my infant consultations are those in whom the 
hereditary bias to dystrophy of bone is over¬ 
whelmingly strong. I have two or three records 
of cases in which rickets has developed after the 
first year, although during the first twelve months 
of life there has been no suggestion or suspicion 
of rickets, indigestion, acidosis, or muscular debility. 
In all these cases there has been a strong and un¬ 
mistakable family predisposition to the disease, and 
the disease has asserted itself only after the most 
stringent dietetic rules of infancy have been relaxed 
at a time (after twelve months) when it is impossible 
to weigh and measure every meal received. 


I regard such prophylactic measures as the 
graduated cold bath and free opportunity for mus¬ 
cular exercise as only second in importance to the 
avoidance of dietaries which, in respect of quality 
[ and quantity, are calculated to disturb the develop¬ 
ing processes of digestion. 

I wish to anticipate an objection to this theory 
which will naturally arise in those who critically 
examine it, namely,* that over-feeding cannot be a 
1 cause of rickets in semi-starved infants. To this I 
reply firstly that, in my experience, semi-starved 
infants rarely develop rickets, and secondly that 
under certain conditions any quantity of food, no 
| matter how little it be, represents a relative excess. 
An infant who is incapacitated by reason of its 
nervous depression from performing muscular 
movements, and in whom the liver is functionally 
paralysed, is unable to apply any material quantity 
of food to physiological use, and if not put to 
physiological use it will lead to an acidosis and a 
glycosuria, both of which are important links in 
the pathogenesis of rickets. 

I hope I have either explained or anticipated 
most of the difficulties which beset the under¬ 
standing of this theory. I shall, however, be 
most grateful if any of my audience can point out 
inconsistencies or objections which interfere with 
its validity. 

September 11 th , 1911. 

We have received from Adlard & Son a copy 
of the Pocket Atlas and Text Book of the 
Fundus Oculi, by Dr. G. Lindsay Johnson, with 
drawings from life by Mr. A. W. Head. This 
work affords a ready means of diagnosing the 
internal diseases of the eye, as well as the varia¬ 
tions in type of the healthy fundus likely to be met 
with in practice and which can be seen with the 
ophthalmoscope. A description of the varieties of 
the ophthalmoscope are appended, and details for 
determining the magnification of the image and 
refraction of the eye by means of the direct and 
indirect methods of examination as well as by 
retinoscopy are given. To make the work practical 
minute details have been omitted and theories 
merely touched on; at the same time no essential 
matter has been omitted. As far as possible 
various stages of disease have been depicted, so 
that the student may have a forecast of the future 
changes which will probably occur. 
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CERVICAL RIBS. 

A Clinical Lecture delivered at St. Bartholomew’s 
Hospital. 

By H. J. WARING, M.S., M.B., B.Sc., F.R.C.S., 
Surgeon to the Hospital. 

! Gentlemen, —To-day I propose to consider the 
clinical history of a patient who has suffered for a 
! considerable period from symptoms dependent 
upon and caused by the presence of a cervical rib. 

! This affection is not a very common one, and 
when present may cause a train of symptoms which 
require careful investigation before the case can 
be elucidated and a correct diagnosis arrived at. 
For these reasons I thought it would be worth 
, while to discuss this condition with you. 

When a cervical rib is met with it occurs as an 
outgrowth in connection with the lateral mass of 
the seventh cervical vertebra or very occasionally 
the sixth. You will remember, from your anatomical 
studies, that in connection'with the development 
of the ribs and vertebrae the anterior part of the 
1 transverse process of each cervical vertebra is 
known as the costal process, and that it repre¬ 
sents morphologically a rib in the dorsal region. 
What has happened in the case of a patient who 
suffers from a cervical rib is that this costal process, 
instead of remaining comparatively small and 
undeveloped as one ordinarily finds it in the 
cervical region, grows out considerably, and 
I becomes a well-marked piece of bone. Here is 
; an example of a wonderfully-developed cervical rib 
which has been removed from a dissecting-room 
subject. This excessive development of a cervical 
! costal process occurs practically always in connec- 
! tion with the seventh vertebra, but occasionally 
! it has been seen in relation to the sixth. From 
| the point of view of size and development 
cervical ribs may be said to consist of three 
[ different varieties. First of all we meet with the 
■ small rib measuring about one inch, something 
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like the one I show you. When present it extends 
outwards in the lower part of the cervical region, 
and can be felt as a small process of bony hardness 
a little above and internal to the middle of the 
clavicle. The second variety, and the one which 
is more common, is where this process extends 
outwards into the posterior triangle of the neck for 
some considerable distance, and is attached at its 
extremity by a portion of fibrous tissue to the upper 
aspect of the first rib or costal arch. Perhaps on 
the whole this is the commonest variety. There is 
a third class, in which the rib or costal process 
extends outwards and then forwards and down¬ 
wards in the posterior triangle, and is continuous 
by bone with the superior aspect of the first 
thoracic rib. 

Concerning the kind of patients in whom these 
cervical ribs occur, it is very curious that they are 
very much more common in women than in men, 
and one finds that they are met with about three 
times in females to once in the male. With regard 
to their occurrence generally, they are not very 
infrequent, but they are not usually diagnosed, for 
this reason, that they do not usually cause the 
development of symptoms which cause the patients 
to consult a medical man. It has been asserted 
that, as regards people who have cervical ribs, 
there are only about io per cent, of them diagnosed 
during life. I think,^however, that this statement 
must have been made before the discovery of 
X rays. With regard to whether they occur on 
one side or both, generally they are bilateral, but 
of unequal size. In this patient they were bilateral, 
and an operation has been done in her case on one 
side. 

The next point we have to consider is why a 
cervical rib in certain cases should give rise to 
symptoms, and if so what is the nature of them. 
This patient, a woman, aet. 33 years, originally 
came to the hospital on account of pain and 
numbness in the distal extremities of two fingers of 
the left hand. She had first of all tingling pains 
and then numbness, and then she noticed that the 
ends of the fingers were becoming black, first the 
nails, and then the tips of the fingers. If we 
analyse these two sets of symptoms we find that they 
depend on one or other of two conditions—either 
an affection of the nerves or an affection of the 
blood-vessels. These people with cervical ribs 
may suffer either from symptoms which depend on 


j the involvement of the subclavian artery, or ar* 
* involvement of portions of the cords of the brachiai 
[ plexus. In the normal anatomical arrangements 
of the lower part of the neck the subclavian artery 
passes directly above the first rib—in fact it lies in 
a groove on it. In a patient who has a cervical 
rib, especially one which is well-developed, the 
subclavian vessels are in a similar position to that 
cervical rib. The result is that if a patient 
! develops or has formed in the lower and lateral 
.aspect of the neck a well-marked bony prominence 
at a higher level than the first rib, the clavicle 
remains unchanged ip position, but the subclavian 
artery is raised upwards in the form of a longer 
curve, and when the limb is in the ordinary 
dependent position the subclavian artery, instead 
of passing upwards and then downwards at an obtuse 
angle, describes a longer curve, and passes down at 
! a more acute angle. -The modification of direction 
t is very much more marked in the artery than in 
the vein, since the vein is normally situated further 
forwards. The nerves of the brachial plexus also 
! lie upon a hard substance, and being raised up, are 
more exposed to injury. 

! What is the cause of the development of con¬ 
ditions of this kind ? It has been found by clinical 
! experience that in the majority of instances no 
apparent cause has been ascertainable.’ This 
j patient, a woman, aet. 33 years, is a machinist, and 
I states that up to July 10th last year she was quite 
! well, and then the first symptoms she noticed were 
j pain, tingling, and numbness in the fingers of 
| the left hand. Then followed coldness and 
, discoloration of the tips of two fingers. She told 
us that from that date up to September 15th the 
coldness and discoloration seemed to increase. 

| When she came under my observation I found that 
! the entire left hand and part of the forearm was 
I colder than the rest, and the tips of the index and 
1 middle fingers and the nails were black and 
! shrivelled. As regards sensation, that was very 
j little disturbed, except that she said she suffered 
j from tingling and numbness. There was found to 
j be anaesthesia in places, but not very marked. 

I On palpation of the main blood-vessels of the upper 
j extremity one could not detect pulsation in either 
| the radial or ulnar arteries, but there was slight 
( pulsation in the brachial. I then examined her 
i further, and found, as is usual in these cases, that 
immediately above the central portion of the 
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clavicle in the posterior triangle of the neck was a upper limb is dependent the subclavian artery passes 
hard prominent swelling, which was apparently outwards at an acute angle, and therefore there 
fixed to the spinal column in the region of the last is more pressure or\ the vessel when it passes over 
cervical vertebra. This swelling could not be moved the prominence caused by the cervical rib, and 
upon the spinal column, and extended downwards when it is lifted up the pressure or obstruction to 
and forwards. Lying upon it I found a hard j the lumen of the vessel has gone and the 
cord in which only very slight pulsation could be j circulation becomes stronger. You will find in 
detected, but immediately internal to the swelling j this patient the radial pulsation is stronger in 
there was marked pulsation. I thought this hard the upright than in the dependent position—a 
cord, from its position, was the subclavian artery, phenomenon which suggests that she has cervical rib 
and that something had happened in connection j on that side, though it has given rise to no symptoms 
with that vessel as it passed over the prominence, whatever. This suggestion is confirmed by the 
As a result of these investigations I diagnosed that skiagram. As regards the exciting cause of 
the patient had a cervical rib in connection with symptoms which occur in connection with cervical 
the seventh cervical vertebra on the left side. In rib one cannot say very much, I can only give you 
order to confirm that diagnosis a skiagram was examples of what has happened. In this patient we 
taken of the lower cervical and upper dorsal regions, have not been able to find out what was the exciting 

This skiagram I show you. In it can be seen cause. She has lived to the age of thirty-three 

shadows which demonstrate the existence of a without having any symptoms due to the presence 
cervical rib on the left side, and al^o a shorter and of the abnormal rib. In one particular case, which 

smaller one on the right. The shadow on the left I remember reading about, the symptoms were 

side passes out a long distance, and apparently caused by a man carrying a knapsack, the strap of 
becomes lost in the substance of the first rib. j which pressed on the neck, and apparently bruised 
There is, however, some faintness of shadow, ! the subclavian artery as it lay on the hard bony rib. 
which suggests that it is not so dense at the tip as | Another cause which has been given occurs a little 
in the rest of the process. In addition, I diagnosed | more frequently in women than in men. This is the 
that the patient also had blocking of the sub- I wearing of a tight, stiff* collar, the movement of the 
clavian artery, and that this had given rise to | head and neck forcing the base of the collar on the 
the anaemic symptoms in connection‘with the prominence caused by the rib in the base of the neck, 
fingers and hand, and, of course, the condition of and bruising the subclavian artery or cords of the 
gangrene. Another interesting point was brought brachial plexus. To all intents and purposes one 
out by the skiagram. Clinically we did not at first may say that when the symptoms come on, either 
recognise that this patient had a cervical rib on the in connection with the arteries or in connection with 
right side. There was some slight prominence to the nerves, that they are dependent on one of two 
be made out, but we were not certain that it was things: either some form of direct injury to the 
due to the presence of a cervical rib. On further artery or the nerves, or to the occurrence of some 
investigation, however, I noticed a phenomenon, inflammatory condition in the neighbourhood, as, 
which rather suggested that this was probable, and for example, the development of a tuberculous 
I want you to note this particularly, because it is lymphatic gland in the basal portion of the posterior 
not always brought prominently forward in the j triangle in the region of the cervical rib. 
text books. If you take the patient’s limb and test Concerning the period of life when the symptoms 
the radial pulsation at the wrist with the limb become apparent, surgical authorities have very 
dependent, you find that it is of a certain strength, different opinions. Some assert that they become 
Then lift the limb up so that the arm is raised apparent most frequently in the latter part of the 
above the head and test the pulsation again, and second decade of life, that is to say, between fifteen to 
you will find that it is much stronger, a condition, j twenty, whilst others say not until the patient is 
of course, which is the opposite to what it should I beyond thirty. I think these two views have arisen 
be normally. That is a rather important symptom | in this way : any one observer cannot have had an 
in connection with a cervical rib. and you can j extended experience of the affection on account of 
readily understand how it happens. When the its rarity, but one man may have had experience of 
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two or three cases which were young, and another 
had experience of two or three cases which were 
older. As far as my own experience goes, I do not 
think that the majority of them become apparent 
in the second decade, but first develop symptoms 
later. Recently I had a patient in the hospital, 
set. 6o years. He had a cervical rib, which caused 
symptoms apparently due to the development of 
atheroma of the subclavian artery. 

To recapitulate, one may say that the clinical 
symptoms of this condition, apart from the history, 
are that a lump forms in the neck, in the posterior 
triangle above the clavicle, and attached to the 
spinal column. It is hard, and very often some¬ 
thing lying in front of it or just internal to it pulsates. 
The next point we have to remember is that either 
anaesthesia or paraesthesia develops in connection 
with the distribution of certain nerves. There is also 
coldness of the distant part of the limb and absence 
of, or diminished pulsation in, the corresponding 
radial and ulnar vessels Then there is the 
occurrence of gangrene. You can imagine it 
would not be very satisfactory from a clinical and 
surgical point of view to deal with a patient 
suffering from this condition of affairs merely to 
treat the local condition, and to leave out of 
consideration the cause. And as the cause is so 
far away it is liable to escape notice. 

The next thing I wish to draw your attention to 
is the differential diagnosis. You may say it is all 
very well to hear about this patient, but what are 
the various affections we have to distinguish it 
from ? How shall we know what is the matter ? 
The first thing you have to distinguish it from is an 
exostosis in connection with the first rib. That 
rib is not infrequently the site of an exostosis, and 
when it is met with the swelling is situated rather 
further forwards and some distance from the spinal 
column. The result of such an exostosis is that 
instead of mainly pressing on the artery it presses 
on the nerves and the subclavian vein, causing 
oedema of the upper extremity with pain. In a 
cervical rib we find pain, coldness, and shrivelling 
up, dry gangrene, which is the opposite to that due 
to an exostosis. 

Another condition which you may mistake it for 
is a localised new-growth in connection with one of 
the cords of the brachial plexus in the posterior 
triangle of the neck. Recently a patient came 
under my observation on account of this affection. 


She had a lbcalised tumour in the inner portion of 
the base of the posterior triangle, and complained 
of pains shooting along the upper extremity. New- 
growths of this class are either fibromata or 
sarcomata, and grow in connection with one or 
other of the cords of the brachial plexus. They 
can be distinguished in this way. First of all the 
swelling is in the posterior triangle, but it is 
movable on the underlying structures. The 
swelling caused by a cervical rib is never truly 
movable. The swelling due to a cervical rib is of 
bony hardness, and when caused by a new-growth of 
a nerve-trunk is hard and elastic, but has not the 
peculiar hardness of bone. A third affection which 
may possibly cause you to make a mistake, but 
which is not very likely, is when a patient has, or 
has had, tuberculous disease of the lymphatic 
glands in the posterior triangle of the neck and 
most of the affected glands have cleared up, but 
one of them hras remained, become caseous and 
then calcified, leaving a hard mass in the posterior 
triangle, which in certain circumstances causes 
pain. A mass of this kind, however, is not so well 
defined as that due to cervical rib or a new-growth 
in connection with a cord of the brachial plexus. 

There is a further condition which you may 
possibly mistake it for, and that is a commencing 
aneurysm of the subclavian artery. Here, however, 
there is a swelling in which marked pulsation and 
expansibility can be readily demonstrated. 

With regard to treatment, in the main it is 
operative, but in slight cases we may consider 
non-operative measures. Non-operative treatment 
practically means—if the patient is suffering from 
symptoms, especially when following a local injury, 
the limb should be placed in such a position that the 
circulation is interfered with as little as possible, 
the patient being kept at rest and the limb at right 
angles to the side. This position avoids unnecessary 
pressure on the subclavian artery as it passes over 
the bone. In order to relieve the symptoms 
caused by affections of thej nerves, massage and 
electricity will be found most useful. I have 
omitted to mention that it very rarely happens in 
these cases that there is any wasting of the small 
muscles of the hand. One frequently sees neuritis, 
anaesthesia, etc., but rarely distinct wasting of the 
hand-muscles. Pressure in connection with the 
nerves involves mainly the sensory parts, and not 
the motor fibres. 
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The operative treatment of a cervical rib causing 
symptoms can be summed up in a very few words, 
and that is, remove the offending rib . By this I 
mean removal of the rib, together with its 
periosteum; it is not sufficient to merely remove 
only the rib, since if the periosteum is left that 
periosteum will in all probabilityform new bone, and 
as time goes on the symptoms will recur, although 
probably not to such a serious extent as before. 
As regards the method of removal it can be done 
in two ways : A vertical incision may be made in 
the posterior triangle of the neck over the swelling, 
practically parallel with the posterior margin of the 
sterno-mastoid. That incision divides the skin, 
superficial and deep fascia, and opens up the 
posterior triangle, and when that has been done 
the sterno-mastoid is pulled forwards, and then the 
subclavian artery and the cords of the brachial 
plexus are defined. These are pulled aside with 
retractors so as to fully expose the cervical rib, and 
care must be taken in pulling them aside, to see 
that you do not bruise them, otherwise there may be 
further trouble set up. When they have been 
pulled aside, the rib itself is divided with cutting 
bone-forceps at its attachment to the spinal column 
and separated. If it is attached in front to the 
first rib it is divided at its attachment and taken 
away, together with its periosteum. In connection 
with dissection of the rib and periosteum and 
separation from adjacent structures there is a 
complication which may occur. You will remember 
that the dome of the pleura passes upwards behind 
the clavicle into the base of the posterior triangle 
of the neck. The first rib is invariably in very 
close connection with the dome of the pleura, and 
if you do not carry out the dissection very carefully, 
the pleural cavity will be opened and possibly a 
pneumothorax established. You may recognise this 
mishap by hearing a curious whistling sound, which 
is characteristic of air being drawn in through a 
small hole. Immediately that is heard, plug the 
lower part of the wound with a strip of gauze, pick 
up the hole with pressure-forceps, and close it up 
by sutures, or if small, a button ligature. This 
complication is not a serious accident if you know 
how to deal with it; but if not at once dealt with 
the lung may collapse and the patient suffer from 
severe shock. 

Occasionally it is found more convenient from 
the position of the swelling to make the incision 


parallel with the clavicle and then carry out the 
procedure which I have already mentioned, opening 
up the posterior triangle, defining the subclavian 
artery and the cords of the brachial plexus, pulling 
them aside with retractors, and cutting through the 
rib at its attachment to the spinal column. Another 
important point to be borne in mind is that when 
the rib has been removed with its periosteum, 
the parts around should be carefully examined 
for any sharp prominence of bone. If any can be 
, felt, cut them away with suitable bone-forceps, so 
as to leave everything smooth, otherwise these 
prominences of bone may cause difficulties later on. 
In the case we have been discussing the subclavian 
artery was found to have little or no pulsation. 
She very soon recovered from the operation, and 
since then the circulation has been gradually 
j improving in the distal parts of the limb. The 
| operation was done on September 23rd, and 
| pulsation began to be apparent about three weeks 
afterwards. It has gone on increasing since, and 
now you will be able to detect distinct pulsation 
in the radial. You must remember that when the 
subclavian artery has been thrombosed or blocked 
it is not likely that the circulation in the distal part 
of the limb will come back straight away, but that 
( as the vessels become dilated the condition of the 
fingers also will improve. 

[This patient was again seen three months later, 
when the circulation in the distal part of the 
affected limb was very much better, and all signs 
of gangrene had completely disappeared. The 
symptoms due to the affection of the brachial 
plexus had also completely cleared up. The 
| patient was then able to carry on her occupation 
as a seamstress.] 

September 18 th , 1911. 


The Extraction of Cataract. —H. L. Eason 
believes that no single operation can be adopted 
for all cases as a matter of routine. In selected 
cases a simple extraction without iridectomy is the 
best. In cases where there is likely to be much 
soft material removal of the anterior lens capsule 
with forceps will give good results, and in skilled 
! hands the older methods of extraction of cataract 
are quite as efficient as, and probably safer than, 
extraction in the capsule .—Medical Record , vol. 
lxxx, No. 8. 
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Obstetric Physician, Charing Cross Hospital, and Con¬ 
sulting Physician, Samaritan Free Hospital for Women. 


Ladies and Gentlemen, — I have chosen for 
to-day’s lecture the subject of metrorrhagia because 
it is one that everyone of us, whether engaged in 
special or in general practice, necessarily comes 
into contact with almost more than anything else 
in gynaecology. I do not want to use the term 
“ metrorrhagia ” in its strict sense of uterine haemor¬ 
rhage, but rather in the sense of irregular haemor¬ 
rhages. Because if one used the term “metrorrhagia” f 
in its ordinary sense it means haemorrhage from the i 
uterus at the inter-menstrual period as opposed to j 
menorrhagia, and that would exclude haemorrhage ; 
after the menopause and haemorrhage during , 
pregnancy. I want rather to include those 
varieties, if time permits. 

First of all, then, metrorrhagia is a symptom, and 
what we have to set ourselves to do is to find the 
cause in every case. The moment you have found 
the cause the treatment is fairly obvious. There is no 
age at which these irregular haemorrhages may not J 
take place. Taking infancy to begin with, one 
has seen several cases of irregular loss from the 1 
vagina, in new-born children, and within a few I 
months or years of birth. And amongst the | 
commonest causes at that age are polypi, small 
polypi of that peculiar type which are common in 
the early days—minute elongated mucous polypi. , 
I do not know why they come, but they lead to 
haemorrhage, though usually not much more than ! 
a blood stained discharge. They are, of course, 
difficult to detect, but are then easily dealt with in 
the ordinary way by twisting off through a very j 
small speculum. Another, and much more serious, 
condition, which occurs in infancy and child¬ 
hood, is sarcoma, that curious grape-like sarcoma 
known since 1879^ which consists of irregular 
masses of thin-walled vesicles growing from the 
cervix or endo-cervix. The only other condition 
which we need mention in infancy and childhood is 
carcinoma of the ovary. Several such cases have 


been recorded, and are usually primary and not 
secondary to growths in other organs as more 
often occurs in women. I need not say anything 
about the treatment of these cases, because it is 

f 

obvious that carcinoma of the ovary has to be 
promptly removed as the only possible chance of 
recovery, and so also with sarcoma of the cervix 
and uterus, though no case of permanent recovery 
has been recorded, patients dying from metastatic 
growths.if they recover frpm the operation. 

Coming to puberty , the main thing which one 
has to treat is that curious condition of menorrhagia 
followed by a continual loss for weeks or months 
which some girls get without any apparent rhyme 
or reason. The metrorrhagia, or if you like, 
menorrhagia, of puberty is a well-known condition 
which taxes the efforts in really bad cases to do any 
good at all. If you read the literature of the 
subject you will find that abroad some of these cases 
have been actually dealt with by hysterectomy—a 
treatment which at such an age is abhorrent to 
everybody, and which I think must be very rarely 
necessary. I have seen a good many of these 
cases, and, owing to their youth, one has to 
examine them under an anaesthetic ; but as a rule 
you will find nothing abnormal. But if you want to 
dilate up the cervix to explore the uterus hoping to 
find a polypus or adenoma, you will find it dilates 
up with extreme ease; you can almost put your 
finger in and dilate the uterus as you would into a 
sponge, for these uteri are very soft, quite unlike 
an ordinary uterus. But microscopically, nothing 
beyond an increased blood-supply has been found 
in them to explain this. There are other cases 
which are due to elongated mucous polypi. These 
elongated polypi are sometimes two or three inches 
long and hang out of the cervix, and may appear 
on the vulva, and I suppose by uterine suction 
may be drawn up out of sight into the uterus so 
that the next time you examine the patient it is not 
there. I have known the circumstance lead to a 
disagreement in diagnosis between two doctors. 
In one particular case this change happened on 
three occasions : twice it was down and once up. 
Why these polypi come and how they grow I do 
not know. They are innocent in their nature, and 
the treatment obviously is to remove them by 
torsion under anaesthesia, and if there is bleeding 
at the stump, to apply the actual cautery, or plug 
the cervix tightly with gauze, for the uterine muscle 
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is very ineffectual in its contraction at that age. 
At this age, too, that grape-like sarcoma of the 
cervix already alluded to is more common than in 
infancy. 

Now we come to the active sexual life of a woman, 
between puberty and the menopause. The first 
statement one would make is—always keep in mind 
the possibility of pregnancy, because there is no 
doubt pregnancy is the most frequent cause of 
irregular losses of blood during this period of 
life, and however unlikely pregnancy or the puer- 
perium may be, it is well to keep the possibility at 
the back of your mind and so avoid a biassed 
diagnosis. I will mention two cases which occur 
to me which show this possibility. One was the 
case of a lady who went out to America to be 
married. I saw her before she went. She was 
aet. 44 years, and six months afterwards she 
returned with a letter from the doctor in America 
to say that she had developed a fibroid tumour 
and was losing blood continuously, and was on her 
way back to England to have it removed. In 
that case I found the patient was four to five 
months pregnant, and she had a small cervical 
mucous polypus the size of a pea. The polypus was 
twisted off, and she returned to America for her 
confinement. She was forty-four, and the doctor 
had not thought of pregnancy. There was a tumour 
reaching nearly to the umbilicus, and he at once 
assumed that fibroids explained both the bleeding 
and the tumour. The other case was that in the 
practice of a doctor in general practice in the 
south of London, who had to treat a woman with 
menorrhagia due to a fibroid. Two or three years 
afterwards she called again complaining of con¬ 
tinuous haemorrhage, and he found the tumour 
rather larger. He never suspected pregnancy, 
though she had been recently married, and unfor¬ 
tunately passed the sound, apparently to discover 
how much larger the uterus was. The abortion, 
which was no doubt threatening when she saw him, 
rapidly came on, and he was had up for damages 
for malpractice. The part I played in it was to 
try and show that it was a mistake which anyone 
might have made, and he won his case, but had to 
pay his costs. These cases show how, if one made 
the possibility of pregnancy a mental reservation, it 
would save these pitfalls. 

Metrorrhagia in the puberty to menopause stage 
of life in our extended sense may come from 


| many anatomical areas. Take first of all the 
vulva , where the commonest cause would be 
j ulcerations of different sorts, the most frequent of 
which would be syphilitic (tertiary). Tubercular 
ulceration is, of course, very much more rare, and 
rarely causes bleeding, but has to be thought of. 
Malignant ulceration of the vulva at this age is very 
rare indeed. Bleeding ulcers from injuries, or from 
such unusual things as ruptured veins, and haema- 
tomata may be named. Vascular caruncle is stated 
to be a cause of haemorrhage from the vulva. But 
usually it is so painful at this age that contact with 
it is avoided, and haemorrhage rarely occurs. It is 
not a common symptom at all. 

Haemorrhage from the vagina at this time of 
life is much rarer than after the menopause. Thus 
a woman may have sarcoma of the upper part of 
the vagina, but that is much more rare than it is 
in the infancy and childhood stage. The main 
cause of vaginal ulceration is syphilis, of secondary 
type, and foreign bodies. I have seen only one 
case of primary chancre of the vagina. In that 
case there was haemorrhagic offensive discharge, 
and a hard, flat ulcer as big as a halfpenny was felt 
on one side of the vagina, nearly half way up. It 
never occurred to me that it was a primary chancre, 
and I thought it was probably malignant, although 
I she was only about.40 years of age. When the body 
was excised the microscope showed it to be a hard 
chancre, and secondary rashes and iritis subse¬ 
quently developed. 

The commonest vaginal cause of haemorrhage 
is the presence of foreign bodies, amongst which 
neglected pessaries are the most frequent. And 
. very difficult they are to get out when deeply 
embedded in the mucous membrane, even 
supposing they have not burrowed into the rectum 
or bladder, as have some cases I have seen in 
past years. Nowadays, with the greater care which 
is taken in gynaecological matters, it rarely happens 
that a neglected pessary is found. But in the days 
when I was a student and soon afterwards, when 
the old box-wood pessaries were used, it was not rare 
to find a round or egg-shaped pessary in the vagina 
which it was almost impossible to get out. Ring 
! pessaries even now get embedded in the mucous 
membrane, causing an offensive discharge of blood 
and matter, and the symptoms may resemble those 
of malignant trouble. The best way to get out a 
ring pessary which is very much imbedded is not 
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to cut the mucous membrane which has grown 
over it, but to cut through the ring pessary and 
rotate it out. The old Zwancke, “ butterfly ” 
pessary, the use of which is now almost dis¬ 
continued, was one of the constant offenders 
in this respect. One of its wings or wires got 
embedded, and made it a very difficult matter 
to extract. Other foreign bodies are found some¬ 
times in the vagina, especially of insane women, 
put there from different motives, and some of them 
require much care and dexterity in their removal. 

Now with regard to the cervix. I am supposing 
that the woman is complaining of metrorrhagia, and 
that I am exploring with the finger to find out 
where it is coming from. We find nothing wrong 
with the vulva and the vagina, and the finger is 
passed on to the cervix. There are a large number 
of cervical conditions which may cause this metror¬ 
rhagia. I suppose the commonest is polypi, mucous 
polypi, growing from the endo-cervix, or fibroid 
polypus projecting into or protruding from the 
cervix. The commonest of all is a mucous polypus, 
which is often liable to be missed because it is so 
extremely soft. If you examine simply with the 
finger you may not detect it, even if you are 
expecting to find one or thinking of its possibility 
at the time. It is as soft as a pregnant cervix, so 
that you do not feel the first contact with it, which 
in the case of the pregnant cervix gives rise to its 
“ apparent shortening.” Sometimes the mucous 
polypus is pushed into the cervix by the examining 
finger, making detection still more difficult. If in 
the least doubt, therefore, examine for it with a 
Fergusson’s speculum, and then you will be able to 
see the red colour of the polypus. Although it can 
be dealt with simply by twisting it off and applying 
the actual cautery to its base or plugging the 
cervix afterwards, it is far better to do it under an 
anaesthetic. It also not infrequently happens that 
the discharge from a mucous polypus has been 
infected, and that there is some infective endo- 
cervicitis, and if you are not careful, some septic 
inflammatory trouble may follow from absorption 
through the raw surface which you have made. 
Therefore, I prefer, if it is possible, to take the 
patient into hospital or have her in bed, and have 
her anaesthetised, and then you can render every¬ 
thing perfectly antiseptic, and if necessary you can 
dilate and explore the rest of the uterus, because 
not infrequently the mucous polypus may have 


another one above it, or fungous hypertrophic 
“endometritis ” may be present. Once I remember 
being very glad I had adopted that plan, because 
I found, without expecting it at all, in an old 
woman it is true, that she had cancer of the body 
of the uterus in addition. If it is a fibroid polypus, 
j such as is shown in the diagram and in these 
specimens from Charing Cross Hospital Museum, 

| you cannot twist this off without leaving a ragged 
I stump. The proper treatment is to cut through 
| the pedicle with scissors. The pedicle, like the 
I fibroid itself, consists of muscular tissue, which 
t contracts and retracts, and although there may be 
j a sharp spurt of blood at the time of cutting 
through, it speedily stops, and there is no risk of 
haemorrhage afterwards. You have to be careful 
to make sure that you are dealing with a polypus 
and not with an inverted uterus. You must also 
I make sure that you are not dealing with fibroid 
; plus inversion, because a fibroid will drag down the 
whole of the uterus, and if you are incautious 
you may find that you have cut into the uterine 
wall more than you intended to, or even that 
there is some peritoneum on the portion removed. 
You know the diagnosis between the two. 

Another condition which is very common in 
the cervix at these ages, nearer forty than thirty- 
five, and nearer fifty than forty, is carcinoma 
of the cervix uteri. In women affected by 
cancer the uterus is affected in 30 per cent., 
and of these the cervix is probably the seat of 
the growth in 90 per cent. The commonest 
forms are adeno carcinoma just inside the cervix, 
which begins to protrude as a large growth, and 
squamous epithelioma of the vaginal portion 
itself. But the glandular form growing from the 
glands in the cervix, or the columnar epithelium 
in the cervix, is much less frequent than the 
squamous epithelioma, which is said to be three 
or four times as frequent. The finger will at 
once detect the irregular friable hard growth, 
and is a better guide than a speculum. If in 
doubt pass a speculum and remove a piece for 
microscopical examination. Pressure with the 
point of a sound is also a useful help in diagnosis. 
If the sound glances off the apparent growth and 
does not penetrate it on pressure, you may be 
fairly certain it is not carcinoma, but if it does 
penetrate it, it is fairly certain that it is carcinoma. 
The mere appearance, as seen through the speculum. 
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does not always help you. In such cases the 
treatment will depend upon the extent to which 
the tissues are invaded and the condition of the 
patient herself. But in these days of Wertheim’s 
operation for advanced carcinoma, it is possible to 
operate in cases where a few years ago we could 
not. It is not yet established that the 18 per 
cent, mortality of this extensive operation is 
counter-balanced by any increase in permanent 
cures of those who survive, but it gives very 
advanced cases the only chance of a cure, which 
the old operation could not do. I rarely advocate 
the operation. 

Erosion of the cervix does not often cause 
haemorrhage unless it is in the papillary form with 
marked glandular overgrowth. The erosion is 
practically a benign adenoma, a glandular pro¬ 
jection covered with columnar epithelium, which 
has sprouted through and taken the place of the 
squamous epithelium of the vaginal portion of the 
cervix. It is usually associated with endo-cervicitis 
and with pain in the left ovarian region, and may 
cause haemorrhage on coitus or when instruments 
are used. Even jolting in omnibuses may produce 
a discharge stained with blood. Erosion of the 
cervix has to be diagnosed from carcinoma. It is 
usually treated, the papillary form, by scraping and 
applying strong caustics, such as nitrate of silver, 
or applying a solution of 8 per. cent, of sulphate 
of copper, poured down through a Fergusson’s 
speculum, or painting with liquor iodi or iodised 
phenol two or three times ; these will almost always 
cure the condition. But it is sure to come again if 
there is a definite causative condition of the cervix 
or the endometrium. Ulcerations of the cervix 
are more rare, and then it is mostly associated with 
ill-fitting pessaries, especially pessaries which have , 
cross bars to them. Nowadays one does not use 
intra-uterine stem pessaries, but they again were 
constant sources of cervical ulceration. Other 
ulcerations are produced on the cervix and cause 
some metrorrhagia when the uterus is procidented 
and the cervix comes outside the vulva, and in such a 
case the ulcerations are not on the two sides where 
the uterus would come in contact with the thighs 
in walking, but on the anterior and posterior 
aspects, where it is apt to get soiled with urine and 
fecal matter. Nitrate of silver applied to the 
ulcers followed by reposition of the uterus, and 
perhaps packing the vagina'* lightly with gauze, 


j with douching afterwards, is sufficient to cure 
| them. 

Now with regard to true metrorrhagia, bleeding 
coming at irregular periods from the uterus itself, 
there are many constitutional causes of menor- 
I rhagia, but only a few of metrorrhagia. One has 
! seen metrorrhagia in connection with alcoholism, 

J often associated with cirrhosis of the liver, but not 
| necessarily. It is frequently seen in hospital cases. 
If you take a person in who says she has been losing 
six months continuously, and you keep her in bed 
and put hen on ordinary diet and get her bowels 
to open, the bleeding will stop, and on inquiry you 
generally find that her idea was that the more she 
lost the more stimulant she ought to take to help 
her to bear the loss, with the result that the 
haemorrhage persisted. Menorrhagia, and more 
rarely metrorrhagia, is as definite a symptom in early 
myxoedema as amenorrhoea is in acromegaly. In 
the acute infectious diseases it is also said to be a 
common condition. I have seen it in two or three 
cases of heart disease. One particularly I remem¬ 
ber, where there was a long history of incontrollable 
| metrorrhagia without local causation, and every 
physician who saw the patient said it was due to 
the heart condition. After much hesitation I 
removed her uterus, and she recovered, and has 
i become very much stronger. The uterus was 
enlarged, but was healthy. 

i Putting aside general causes, subinvolution may 
be mentioned as one of the main causes of metror¬ 
rhagia, but in subinvolution alone, the fact that the 
uterus has not involuted does not cause metror¬ 
rhagia so much as menorrhagia unless it is 
associated with either retroversion of the uterus, 
which is often the case, or some product of 
conception is retained there, or there is over¬ 
growth of the lining membrane of the uterus. 
In subinvolution of the uterus the muscle is too 
bulky, and the individual muscle-cells are too 
large and unhealthy, and there may be a small- 
celled inflammatory exudation. But in addition 
to that there is a hypertrophy, an adenomatous 
condition of the lining membrane, sometimes start¬ 
ing from patches of decidua left behind as islands 
of gland-tissue which rapidly extend. In such 
cases the treatment is to replace the retroverted 
uterus, to make a few applications to the lining 
membrane of it of liq. iodi (i in 4) which is 
better than anything; introduce a suitable Hodge 
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pessary, and give ergot and sulphate of magnesia 1 
internally. Curettage is occasionally required. 

Then with regard to fibroids, there are several \ 
fibroids here and some uteri with polypi. You j 
can see also many varieties of fibroids in the ! 
diagrams. Here is one which tended to retroflex J 
the uterus, and apart from the latter it tended to t 
produce no symptoms, either metrorrhagia or | 
menorrhagia. Here is one growing at about the j 
level of the internal os. It could not be discovered j 
until the cervix was dilated and the finger passed j 
inside. These conditions would be producing j 
metrorrhagia as well as menorrhagia. Submucous 
fibroids, if they get near the, mucous membrane, j 
are sure to cause overgrowth of the mucous | 
membrane around, especially in the grooves round I 
the actual bulge, and the haemorrhage is then really 
due to the adenomatous endometrium. If you find 
a bulky uterus, irregular in shape, with metror- j 
rhagia, and you have excluded subinvolution, it j 
becomes necessary to explore the cavity of the j 
uterus. That can be done in most cases by putting j 
the patient under an anaesthetic and dilating up j 
with bougies. I do not hold with those who say 
you ought always to dilate up beforehand with tents, | 
because it is often not necessary at this age. I do | 
not speak of senile cases just now. If a tampon of | 
glycerine or a glycerine pessary is inserted into the 
vagina an hour before you dilate under anaesthesia 
you will find the cervix yields in a remarkable 
way. The cervix begins to secrete and becomes 
physiologically active, and that makes it relax, and 
you can generally dilate with considerable ease ! 
compared with what you can do if you do not use 
glycerine. And if you can find the fibroid in such j 
a position which enables you to reach the pedicle I 
you can cut it through with scissors, and, as 
already said, there is no danger of haemorrhage. | 

If you have to cut the fibroid polypus away in I 
pieces the uterus would contract down on to your ' 
finger as bits were removed. In many cases it is j 
not possible to remove submucous fibroids from I 
the uterus, and it is necessary to do abdominal I 
hysterectomy, or sometimes vaginal hysterectomy 
can be done. 

There is a condition which is described as adeno- 
myoma. We do not know very much about it yet, 
but it is a condition in which is found an adenoma , 
mixed up with the muscle-tissues of the fibroid. It ! 
is only lately that it has been shown that this | 


adenoma comes from the mucous membrane of the 
uterus, working away often in tortuous strands 
from the mucosa. It used to be thought it 
originated from cells included in the muscles. 
And the danger is that if there is septic endo¬ 
metritis the infection spreads along these adenoid 
in-growths, and it may set up septic changes in the 
uterine fibroid itself, and I have removed a large 
uterus which had multiple abscesses in it due to 
these conditions. 

Mucous polypi of the body of the uterus are 
rather rare, but they occur. A woman of almost 
any age, even as old as sixty, may get a mucous 
polypus of the body of the uterus. Here is a 
specimen showing a small mucous polypus in a 
uterus which is otherwise affected with so-called 
fibrosis. I removed the uterus, not knowing there 
was that polypus there. She was at about the 
time of the menopause, and she was losing pro¬ 
fusely and continuously. I dilated up the cervix 
and failed to find that polypus, though I passed my 
finger in and carefully curetted the uterus. You will 
see that it lies in the uterine cornu near the entrance 
of the Fallopian tube, exactly filling the space. 
Whether, if I had removed it, it would have 
stopped the haemorrhage I do not know. But she 
was no better, and she agreed to have the uterus 
removed. This was done, and the polypus was 
found. I was relieved to find that in addition the 
uterus was in a state of fibrosis, and that is another 
cause of haemorrhage at this time of life. We are 
only now beginning to understand what fibrosis is. 
There are two or three forms of it. It sometimes 
runs a chronic metritis course, with small-celled 
infiltration; another form is where the vessels are 
degenerate, almost an arterio-capillary fibrosis, so 
that they fail to retract; another is where the 
musote-tissue is at fault and fibrosed, and where 
the retractile power of the muscle itself is absent. 
These cases bleed very profusely, and you cannot 
stop the haemorrhage. They are more intractable 
than fibroids, and one arrives at the diagnosis by 
exclusion and by the fact that treatment is of no 
avail. There is no known treatment except hyste¬ 
rectomy for bad cases, and the woman would die if 
it were not done. I must just mention chronic 
inversion of the uterus, which may be either a 
survival of acute inversion of the parturient organ 
or due to a polypus dragging on the uterine wall. 
This always produces tnetrorrhagia. The different 
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forms of growth in the uterus, sarcomata, carci¬ 
nomata, malignant adenomata, etc., can only be 
accurately determined by exploratory dilatation of 
the cervix. If you cannot get your finger in to 
feel the growth, you must use a small curette to 
get pieces away for microscopical examination, and, 
if need be, the uterus should be removed by hyste¬ 
rectomy in a few days. Most of these malignant 
intra-uterine growths, however, occur after the 
menopause. 

With regard to affections of the Fallopian tubes, 
putting aside tubal pregnancy, the commonest 
cause of metrorrhagia is chronic salpingitis, often 
the result of a neglected gonorrhoeal infection. 

Metrorrhagia may also be due to primary cancer I 
of the Fallopian tube, the main symptom being 
characteristic, viz. a watery blood-stained discharge, 
with pelvic aching. It is apparently more common 
than it was thought to be some years ago, and the 
discharge is almost pathognomonic. 

Other local causes, apart from those connected j 
with the uterus and tubes, are first of all ovarian 
cysts. They do not often produce metrorrhagia, 
but sometimes quite small cysts will do so. A 
case which I had only three or four days ago was 
that of a woman who had been treated at Chelsea 
Hospital by my colleague Dr. Eden in 1907 for 
ovarian cyst. Dr. Eden removed the right ovary 
and tube. She came to Charing Cross Hospital 
in 1910 with another ovarian cyst as big as one's 
fist. I therefore opened her abdomen again and 
removed the left ovary with a cyst in it, and a 
small broad ligament cyst at the same time. That 
was fifteen months ago, and she has been losing 
ever since. She had a small uterus. I explored 
the uterus on two occasions, but could find nothing 
the matter with it. A week ago, however, she 
came again, very blanched with the continued loss. 

A small body could be felt behind the uterus, so 
I opened the abdomen again and removed what 
appeared to be another pvarian cyst, though I do | 
not yet know whether there is ovarian tissue in it. [ 
And at the same time I also removed the uterus in | 
case it should be affected with fibrosis. But 
probably, however, this cyst interfered with the I 
venous return of blood from the uterus, and thus 
caused the metrorrhagia. It is now believed that 
excess of luteal tissue will cause metrorrhagia, so 
that small luteal cysts, the result of some excessive J 
reaction of a Graafian follicle during menstruation, 


j will produce metrorrhagia between that occurrence 
and the next menstrual period. 

I must also mention inflammatory conditions of 
the pelvis, perimetritis and parametritis, which are 
generally, in the course of their progress, associate^ 
with metrorrhagia; in fact, it is one of the most 
hopeful signs in a woman with an acute pelvic 
attack when a slight loss of blood comes on and 
j lasts ten days or so, as it generally means that the 
| acute symptoms are abating. 

Haematocele, from whatever cause, is sure to 
produce metrorrhagia from interference with the 
circulation. 

To take the next period, after the menopause 
and in old age , malignant disease is the prevailing 
cause of metrorrhagia at these stages. First of- all 
with regard to the vulva . The commonest cause 
of haemorrhage from the vulva is epithelioma, 
growing from somewhere near the clitoris, or the 
labia minora. In the vagina the commonest cause 
is senile vaginitis. A woman comes with marked 
cachexia and an offensive blood-stained discharge 
from the vagina, and you naturally fear malignant 
disease. You may, however, find senile adhesive 
ulcerative vaginitis, the vagina puckered up and 
narrowed by adhesions, with the formation of 
pockets, in which pus collects, and resulting 
offensive discharge. And if you just stretch the 
vagina and break down these adhesions, and 
apply nitrate of silver to the parts, keeping the 
vagina distended with gauze and douching it at 
intervals, you will cure that patient of the offensive 
! discharge, and although it is apt to recur, she 
: becomes practically cured. The danger is that a 
! few years afterwards you may find that she has 
epithelioma developed in one or other of the 
! places where the senile patches were. Real 

primary squamous epithelioma of the vagina is 
another cause, but it is very rare, much more so 
than many people think. In the cervix we have to 
deal with epithelioma mainly, which is common 
after the menopause, especially from fifty to sixty 
years of age. Polypi are present in the cervix at all 
ages. The body of the uterus may be affected 
with so-called atrophic endometritis, which is really 
not a true inflammation at all, I fancy, but rather 
of the nature of fibrosis, affecting the endometrium. 
But it is associated with a very intractable and 
generally offensive discharge of blood and matter, 
owing to infection from the vagina. The cervix 
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undergoes senile atrophy, and a pyometra results. 
These cases in consequence are very difficult to 
cure, and you may have to remove the uterus. 
You may try to cure by dilating up and curetting 
the endometrium and applying liq. iodi to the 
endometrium, but the cervix soon contracts down 
again, and another pyometra re-forms. 

Carcinoma of the body of the uterus, and 
sarcoma of the body and malignant adenomata, 
etc., are diagnosed by dilating up and getting 
away some of the growth by a small curette and 
examining it microscopically. In old age an 
ovarian cyst is more likely to cause metrorrhagia 
than before the menopause. And small ovarian 
cysts, dermoid or otherwise, things no bigger than 
a golf-ball, will cause continuous loss in a woman 
after the menopause. Therefore these small bodies 
have to be searched for. Primary carcinoma of 
the tube, of which I have already spoken, is more 
common at this age than it is between forty and 
fifty years of age. 

That leaves me with a few words to say about the 
metrorrhagia of pregnancy. Many of these con¬ 
ditions which I have spoken of may be associated 
with it, and they lead one astray more than anything 
else almost. For instance, I remember in the old 
days, when one did not remove the whole uterus 
for carcinoma of the cervix, removing the cervix up 
to the internal os, but the growth recurred, and six 
months later Caesarian section became necessary 
to save the child. I found she must have been 
three months pregnant at the time of the first 
operation, though she had had haemorrhage all the 
time. Pregnancy had not been thought of by me. 
I have already alluded to a mistaken diagnosis due 
to haemorrhage during pregnancy from a mucous 
polypus. But apart from these complications of 
pregnancy, if the ovum has perished and has not 
come away—a missed abortion—or if only some of 
it has come away—incomplete abortion—or if it is 
merely an impending abortion, she will have 
metrorrhagia, which may or may not go on for 
weeks. She may have a blood mole or hydatid 
mole. In the former case the uterus will suddenly 
increase, and then begin to diminish in size, but 
will not get quite small. The blood mole may 
remain in utero and then come away with very little 
pain during what is supposed to be an ordinary 
period several months later. In hydatid mole the 
uterus is usually larger, but not necessarily so, and 
of course there are no foetal movements or sounds, 
and no outline to be felt, and the discharge 
is of rather watery red-currant-juice description. 
Tubal pregnancy, tubal abortion, and missed tubal 
abortion and ruptured tube will all give rise to 
metrorrhagia, and therefore must be considered 
in this connection, but time does not permit me to 
do more than merely mention them. 

September 18 th, 1911. 
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Surgeon for Diseases of the Ear and Throat to the 
Hospital, and Assistant Aural Surgeon, St. 
Bartholomew’s Hospital. 


, Gentlemen, —In a systematic commentary upon 
points of otological interest in injury to the head 
| by violence, we should consider the various 
structures which might be involved, in the auditory 
system on the one hand, and the vestibular 
I system on the other. In the auditory system we 
! include injuries not only to the external ear, the 
pinna and meatus, the structures in the middle ear, 
and the Eustachian tube, the cochlea, the cochlear 
! nerve, but also to the auditory projection fibres 
and the auditory cortex. And in the vestibular 
system we include the semi-circular canals, the 
vestibule, the vestibular nerve, and cerebellum. I 
do not propose to consider to day injuries to the 
appendages of the ear, or injuries to the Eustachian 
tubes, which might be produced by direct violence. 
The form of injury to the ear which we shall 
j consider results from violence to the head, which 
I provokes manifestations of what we are familiar 
j with, under the term “concussion,” or “compression 
of the brain.” We need not go into these terms 
further, and shall accept them in their usual 
surgical significance. We admit to degrees of 
j “concussion,” and degrees of “compression.” If 
we examine the organs which particularly concern 
| us, post-mortem, after various forms of violence, 

| we meet with different injuries. We have met 
with cases of fracture of the external meatus,* of 
fractures which run along the roof of the auditory 
meatus, through the- tegmen tympani, and down 
the Eustachian tube. Another injury is one in 
which the petrous bone is divided, transversely 
across the axis of the pyramid, opening the cochlea 

* Cf. Mr. Arthur Cheatle’s case, * Proc. Roy. Soc. Med. v 
(Otological Section), 1910-11, and Mr. Rawling’s Hun¬ 
terian Lectures, Royal College of Surgeons. 
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and the vestibule. Recently I saw a child with 
this injury who died of pneumococcal meningitis, 
the infection spreading from the ear. In another 
variety the whole of the petrous bone is dislocated 
upwards from the rest of the base of the skull into 
the brain cavity. This occurs only in young 
subjects, and is necessarily fatal. Possibly you 
would expect the membrana tympani to be always 
torn in cases of violence so great as to cause 
fracture of the roof, or the meatus, or tegmen 
tympani, but as a matter of fact the membrane is 
not always ruptured. I have seen several instances 
of fracture of the base of the skull, and of the 
temporal bone, with haemorrhage into the middle 
ear, without rupture of the tympanic membrane, 
and without any external bleeding from the 
auditory meatus. 

Hemorrhage into Tympanum without Rupture of 
Tympanic Membrane. 

Here is a patient who apparently exemplifies 
this type, although we cannot say with certainty 
that there was a fracture of bone, for he has 
survived his injury. He is a man, aet. 38 years, 
who was at work on a balcony of a window 
about six weeks ago, when he lost his balance and 
fell some 15 feet on to the pavement below. He 
was taken home unconscious, and remained so for 
several hours. When he recovered he was noticed 
to have right-sided facial paralysis, and was deaf 
in the right ear. The patient was referred to me 
by my colleague, Dr. Gordon Holmes, who saw 
him first a few weeks ago. He then had well- 
marked right facial palsy, and loss of taste in the 
right side of the tongue. The face is recovering 
rapidly, for you will only notice slight drooping 
of the right lower eyelid, and most of the facial 
muscles are under control. Taste is also return¬ 
ing to the tongue. The deafness persists. The 
tympanic membrane is strongly retracted, and 
there is a dark blue, almost black, colour produced 
by some substance on the inner surface of the 
tympanic membrane, the outer surface of which 
retains normal lustre. Compared with the other ear 
the appearance is very striking. This blackness is 
due to haemorrhage into the tympanum. We are 
familiar with such a condition in cases of head- 
injury examined post-mortem. Examples of black 
blood-pigment in the mastoid cells and in the 
tympanic cavity are to be found in museum speci- 


i mens of temporal bone fractures. This patient 
j has been examined to ascertain if the injury in- 
1 volves the labyrinth and cochlea; when a tuning- 
| fork is placed upon the head the sound is referred 
! to the deaf side (the right side), which shows that 
j the right cochlear nerve is intact. Furthermore, 

■ the fork is heard much louder when its base is 
I placed upon the mastoid than when the limbs are 
! held near the side of the meatus, showing that 
something interferes with the entrance of sound- 
; waves by air-conduction—that is to say, Rinne’s 
test is negative (bone-conduction being better and 
more prolonged than air). Further examination 
by means of Bezold’s continuous tone-series of 
forks shows that the lower limit of tone-perception, 
instead of being a tone of sixteen double vibrations 
! per second, is about 32 d.v. From this raised 
lower limit the patient hears all tones up the scale 
until we reach a pitch of about 20,000 d.v. per 
sec. (as indicated by Edelmann’s whistle). With 
| the uninjured ear the patient hears all tones from 
i 16 d.v. to 30,000 d.v. (Edelmann’s method). (It 
is probable he does not really hear tones so high 
j as this instrument indicates, as we learn from com¬ 
parison with the steel monochord, but there is 
certainly no great loss of high tone-perception in 
I his case). These reactions are characteristic of 
j middle-ear deafness in the right ear, and we can 
J safely say there is no sign of injury to the cochlea 
j or cochlear nerve. 

| The next point we come to is whether there was 
j any injury to the semicircular canals or vestibular 
1 nerve. To examine the vestibular system the 
patient was turned in a rotary chair, first six times 
in one direction, and then suddenly stopped, and 
afterwards six times in the opposite direction, and 
j as suddenly stopped. When seated with head 
; erect, a slight feeling of dizziness was produced 
| on each occasion the rotating motion was stopped. 
At the same time, forced deviation of the eyeballs 
occurred, the deviation being in the same direction 
as that towards which the patient had been turned. 
When he attempted to look in the opposite direc¬ 
tion, lateral horizontal nystagmus was evoked. 

: Similar phenomena were produced whether the 
| patient was turned to the right, or to the left; 

| that is to say, the reactions were symmetrical, and 
I indicated that both horizontal canals were intact, 
j When tested by another method by which con- 
j vection currents are set up in the superior semi- 
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circular canals by means of hot and cold water, j 
we also obtain normal reactions. For example, j 
by irrigating the right ear, when the head was 1 
erect, with cold water so as to cool the endolymph ] 
of the labyrinth, and set up descending currents j 
in the right superior semicircular canal, we were : 
able to produce rotation of the eyeballs and 
nystagmus which was rotary in type—that is, 
about an antero-posterior axis. And this is exactly J 
what happens in any normal person. I show 
you here the apparatus we use for this test. 
Moreover, when, after such irrigation, the patient { 
stands with feet together and eyes shut, he will 
tend to fall sidewards towards the cooled ear, 
although he may not be conscious of slight lateral 
forced movement. By these means we know he 
has no gross injury of the internal ear, and the 
damage was confined to the middle ear. It is 
probable that his hearing will improve if, during 
the process of absorption of the effused blood, the 
tympanum is inflated to prevent adhesions. 

Injury to the Labyrinth with Facial Palsy. 

Now with regard to the other patient, who is 
here for the sake of comparison, he was also referred 
to me by my colleague, Dr. Gordon Holmes. 
He is a younger man, whom I have not seen for 
nine months. He first came to the hospital fifteen 
months ago, a few weeks after having been injured 
while crossing a street in Westminster, where he was j 
knocked down by a taxi-cab. He says he was picked | 
up unconscious, placed upon a police ambulance, 
and taken to Westminster Hospital. He has a dim 
recollection of trying to get up off the stretcher as 
he was being taken to the hospital, and of saying 
he was “all right.” But he was found to be 
suffering from signs of concussion : he had blood 
oozing from the left ear, and the left side of the 
face was paralysed. I have no notes saying whether 
cerebro-spinal fluid escaped. The point of interest I 
centred on the fact that when he recovered con- | 
sciousness, and when he left Westminster Hospital, j 
which he did in about a fortnight, he was found to > 
be absolutely deaf in the left ear, and he complained | 
greatly of giddiness, ringing noises, and constant 1 
tinnitus. He was also very unsteady in his gait, 
and when he attempted to walk he deviated to one 
side, though he forgets to which. In affections of 
the internal ear there is one stage at which the 
tendency is for the gait to deviate to one side, and 


often at a later stage to the opposite side. This 
patient s injury was more extensive than the former 
patient’s, for the functions of the labyrinth were 
affected. This we know by the results of rotation 
and caloric tests. Cold irrigation of the left ear 
produced no reaction whatever, and the rotation 
tests gave an asymmetrical response. We may 
infer that there has been haemorrhage into the 
labyrinth, or into the facial and auditory nerves in 
the internal auditory meatus. Mr. G. J. Jenkins* 
has shown examples of the latter condition, which 
I have also met with in post-mortem examinations 
after head injuries. A year ago the patient had a 
well-marked fissure of the tympanic membrane and 
roof of the external meatus. This has healed. 
For several months after the injury the facial palsy 
persisted, with no signs of improvement, and the 
question arose as to whether it would become 
advisable to unite the facial td the hypoglossal 
nerve. Perhaps it is as well that this was not 
done, for the patient now has regained control of 
the facial muscles. This indicates that the nerve 
was probably not torn across. I need hardly say 
that the deafness remains absolute in this case, 
and that, unlike the former, treatment for it would 
avail nothing. 

* 

Escape of Ce?‘ebro-spinal Fluid only. 

I should like to recall another important case, 
although you may rarely, if ever, meet with a 
similar one. About ten years ago I saw a woman 
who walked into the hospital one Sunday morning 
saying water was running from her right ear. With 
a test-tube I collected some of the fluid. In ten 
minutes I had as many cubic centimetres of it. 
It was slightly opalescent, alkaline in reaction, free 
from blood, and free from albumen. It yielded a 
heavy cloud with a drop of silver nitrate solution, 
and reduced Fehling’s solution after a moment 
or so. This fluid continued to escape for a day 
or two. 

She was noticeably, but not markedly, deaf on 
the injured side. There was a slight tear of the 
tympanic membrane in front of the malleus, the 
edges of the tear being slightly blood-stained. 
The patient said she had been knocked down by a 
blow behind the ear. Qne could not discover 
what had really happened, whether she was 

# ‘ Proc. Roy. Soc. Med.' (Otological Section), 1911. 
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hit or had fallen and struck her head upon the ; 
ground, although it seemed certain that some form 
of violence preceded the extravasation of fluid t 
from the ear. She had no signs of concussion of j 
the brain when I saw her, and there was no facial ’j 
paralysis. Although I cannot furnish you with ; 
details regarding the state of the hearing and 
functions of the semicircular canals (for I must ■ 
remind you we did not examine these cases with ! 
the same thoroughness ten years ago), yet I know 
she was not particularly giddv, and I am sure she 
was not absolutely deaf. So I think we may ; 
consider that the injury did not involve the internal . 
ear in the way it did in a man whom I showed you j 
a few minutes ago. Still it would be necessary to | 
make the same tests as were made in his case | 
before we are entitled to make definite statements ; 
on this point. As a matter of interest I should add 
the patient appeared to be none the worse for her : 
injury three weeks later. 


Compound Fracture of the Mastoid Process. 

As an example of another kind of injury to the 
ear, I must relate the case of another woman whom 
I saw shortly after the last. She had jumped or 
fallen out of a window of a burning house, and 
appears to have struck her head on spiked railings. 
There was a complete lacerated wound and com¬ 
pound fracture of the left mastoid process, the 
apex of which was torn away with the pinna and 
sterno-mastoid from the side of the skull. Mastoid 
cells, the external auditory meatus, and subcu¬ 
taneous, tissues of the neck were exposed in the 
large gaping wound. The patient was deaf in the 
left ear, and the left side of the face was completely 
paralysed. No cerebro-spinal fluid escaped. The 
wound was sutured without the necessity of sacri¬ 
ficing superficial integuments, but it suppurated, 
and it was a very long time before it completely 
healed. I mention this case as an example of an 
injury of special interest to those engaged in ear 
surgery. We should treat such a case with a 
suppurating wound like this on the same lines as 
one treats ordinary suppuration of the mastoid 
cells, namely, by opening up every cell and giving 
free drainage, just as if the infection had originated 
in the naso-pharynx instead of in the superficial 
wound. As in the* previous case I cannot give 
you any particulars concerning the labyrinthine 
functions. 


Escape of Brain from the Ear . 

The following is, perhaps, an unusual case, 
illustrating the power of recovery from severe 
injuries. I saw him with my colleague, Mr. 
Lockwood, in St. Bartholomew’s Hospital. He 
was a young boy. While playing on the banisters 
of a model-dwelling staircase he fell forty feet on 
to a concrete floor. He was unconscious when 
brought to the hospital and was bleeding from 
right ear; the right external auditory meatus was 
filled with curious grey-pink substance, which 
proved microscopically to be cerebral tissue. In 
three days he had regained consciousness, and in a 
few weeks he was apparently well. I examined him 
again two years later, and found that the vestibular 
tests were normal on both sides. The meatus and 
tympanic membranes were both absolutely normal 
in appearance, and it was impossible to tell there 
had ever been any injury to the ear. There was a 
very little defect in hearing on the right side. The 
tests indicated this was of the middle-ear type, and 
it was improved by inflation through the Eustachian 
tube. 


Claims for Compensation for Injury. 

The interest of studying the relation of head- 
injuries to otology is illustrated by another case. 
The story of the injury was given by the patient 
himself. He said he was working in the basement 
of a large warehouse in this city, where he was 
engaged to load a service lift. 

Apparently- he was looking into the lift-shaft 
when the car unexpectedly ascended, and his head 
became caught between the car and a moveable 
cross beam. It seems he was lifted off his feet, 
and dragged to the ceiling, where his head 
remained jammed, and he was suspended for half 
an hour before he could be released. He soon 
recovered from the shock he had sustained, but he 
had considerable bruising of the neck, and paralysis 
of the left side of the face. Subsequently he was 
assessing the damages sustained, and stated he was 
deaf in the right ear. Whether he was entitled to 
compensation or not I do not pretend to judge, 
but I advised him to withdraw the claim for 
damages to the right ear, because it was obvious 
to me that the deafness was due to an old-standing' 
middle-ear infection, and not due to recent injury 
at all. The patient afterwards admitted to me 
that he had had intermittent discharge from this 
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ear ever since a child. To have claimed damages 
for a condition like this, even without any intention 
to defraud, would have seriously prejudiced his 
chances for such compensation as he might be 
entitled to on account of other injuries sustained. 
The facial paralysis on the opposite (left) side was 
probably due to extra-cranial bruising. The left 
ear was perfectly normal, and the labyrinth tests 
were normal on both sides. 

A Case of Intra cranial Suppuration: 

Insurance Claim . 

Another case also shows the importance of 
recognising a former suppuration in the ear. A 
man living in a certain seaport was working in the 
docks when he sustained, he said, a blow on the 
head by a piece of timber. It caused a good deal 
of pain, but he was able to go on with his work for 
the rest of the day, and during the next few days. 
At the end of a fortnight he had become very ill, 
and was admitted to a hospital with discharge of [ 
pus from the left ear, and great tenderness of the [ 
scalp, and of the bone behind the ear. A mastoid 1 
operation was performed immediately ; the surgeon 
found carious bone, and drained an extra-dural 
abscess, which was, I think, evidently due to an 
infection of the mastoid antrum extending into the 
middle cranial cavity. The patient recovered, and 
instituted a claim for compensation for injury, | 
which he believed had caused the disease of the ! 
temporal bone, and subsequent deafness. The j 
medical officer who examined the patient on behalf ! 
of the insurance company advised rejection of the ' 
claim for injury, because he believed the man had ! 
had old disease of the ear not caused by injury. 
On the other hand, the surgeon who operated took 
the view that a bona fide injury had been sustained, i 
and determined the suppuration. The patient was I 
referred to me for an opinion, and I re-opened the | 
mastoid, and found signs of long-standing disease. 
The membrane and ossicles had disappeared, and 
the tympanum contained thick fibrous tissue. 
Moreover, there was an old perforation of the right 
tympanic membrane,and I subsequently ascertained 
the patient had been discharged from the army on 
account of bilateral middle-ear disease and : 
deafness ! I was bound, therefore, to take the 
view that the disease was one which commonly 
occurred quite apart from any injury, and, more- 1 
over, that the disease was much more advanced in 


this patient than could be accounted for by so short 
a lapse of time as only two weeks. 

When the interval of time after an injury is long 
it may be impossible to say whether along-standing 
defect was due to the injury in question. 

Long-standing Defect of Labyrinth due to Injury . 

I remember seeing an army officer, who while 
playing polo was struck by the ball behind the 
right ear; he fell, and remained unconscious for 
i some hours. When consciousness returned he was 
very dizzy and sick, and giddiness persisted for five 
or six weeks or more. Eventually he returned to 
his duties, but from the time of the injury he was 
very deaf in the right ear. I saw him five years 
later, as he desired to ascertain whether the deaf¬ 
ness was likely to get worse. 

The vestibular tests indicated a damaged laby¬ 
rinth, and as to the cochlea it was doubtful 
whether any tone or only certain tones could be 
heard on the right side of the head, for the sounds 
had to be so loud that it was impossible to exclude 
the normal ear. Evidently he could hardly become 
deafer on the injured side, and this expression of 
opinion enabled him to retain his post. 

I could give you many more examples of direct 
injuries to the ear, but I fear I have already 
detained you long enough for the present. I hope 
the examples which I have brought before you 
will serve to show the importance and interest 
attached to an exact examination of the ear in 
cases of injury to the head, and I cannot help 
thinking that our knowledge of such conditions 
would be materially advanced if we could more 
frequently compare the results of careful tests 
at the time of the injury with those applied only 
after long intervals of time. 

September 18 th, 1911 . 


Amyotonia Congenita. —From a review of the 
few cases yet reported with necropsy, Griffith and 
Spiller conclude that in the lighter cases the 
alteration may be confined to the muscles, and 
possibly, therefore, the disease is primarily mus¬ 
cular, but this inference is not fully warranted. In 
the intense cases the nervous system is affected in 
marked degree. The relations to muscular dys¬ 
trophy are as yet undetermined. The points of 
resemblance to both these diseases cannot be 
ignored. —Journ, A. M. A. y vol. lvii, No. 8. 
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WITH DR. SAMUEL WEST IN 
THE WARDS OF 
ST. BARTHOLOMEW’S HOSPITAL. 


This boy presents an interesting case of rare 
disease, namely, idiopathic dilatation of the colon. 
There are not many cases recorded, and in a large 
number of cases there is obstruction or stricture. 
There is nothing of the kind here. There is not 
much to see, except that the abdomen is large and 
swollen. The trouble began about eight months 
ago, at two years of age ; and his history was that 
he had constipation, which was relieved only with 
difficulty by medicine. Then he was taken into the 
hospital and tteated by enemata. Now he is being 
treated with abdominal massage, with the object 
of getting the abdominal muscles into a state of 
better nutrition. He is better : his bowels now 
often act naturally, and the child has lost his pain. 

The next case is an interesting one on account of 
the peculiar physical signs and the difficulty of 
interpreting them. The patient came in with 
shortness of breath and much pain on the left side. 
The whole left side was greatly flattened, and 
moved but little on respiration. The stomach 
resonance was greatly increased upwards; the 
rest of the left side was dull; the vocal resonance 
increased above and absent below. The right 
lung came across the sternum to the left in a 
remarkable way, and the heart was displaced so 
that the apex-beat was felt in the mid axilla. The 
physical signs, then, showed enormous contraction 
of one side of the chest, and complementary enlarge¬ 
ment of the opposite lung. There was a to-and-fro 
murmur at the base, but it was not exactly like 
an aortic murmur, and we were cautious about the 
diagnosis. The physical signs were clear enough, 
but the interpretation of them was very difficult. 
It might be a chronic condition of the pleura, but 
the history did not support that. It might be 
collapsed lung, due to some pressure. The 
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patient did not seem ill enough for new-growth, 
and there were no signs of enlarged glands. By j 
exclusion aneurysm was possible, and this might 
account for the murmur. A few days later the 
patient was seized suddenly with haemoptysis, and 
died in a few minutes of suffocation. The post¬ 
mortem revealed an Aneurysm, which pressed on 
the root of the left lung. There was nothing to ' 
explain the collapse of the lung and displacement 
of the organs except the obstruction to its root. 

I described some little time ago a similar case of 
complete collapse of the lung with extreme dis- , 
placement of organs in a child with plastic 
bronchitis. When the child came in the heart 
was displaced as far as possible towards the 1 
left, for the apex was beating up in the mid¬ 
axilla. Although I had not at that time actually 
seen a case of this kind, I suggested that the 
displacement might be due to collapse, and this 
proved to be correct, for the child brought up 
a cast, and directly that had been done the organs 
went back to their normal position. Several other 
casts formed subsequently, and each time as the 
casts formed the lung collapsed. It is clear, there¬ 
fore, that complete collapse of lung may lead to the' 
maximum displacement of the mediastinum, and 
this is a fact which is not generally recognised. 

A little while ago I had another case, that of a 
child who came into the hospital with the diagnosis 
of extreme bronchiectasis of the left lower lobe. ! 
There was great contraction of the side and dis- I 
placement of the organs. The other signs agreed I 
with the diagnosis of chronic bronchiectasis. 'There ; 
was some fever on admission, evidently due to ! 
broncho pneumonia. 'The fever fell in a few days. 
As the child got better the signs began to clear 
up. Ultimately the organs returned to their 
norrtial position, and all abnormal signs dis¬ 
appeared from the chest. The condition, therefore, 
was not one of chronic disease of the lung with 
bronchiectasis, but of broncho-pneumonia with ! 
complete collapse of the affected lung. It is not I 
generally accepted that collapse of lung may lead 1 
to such extraordinary displacement. 11 

Collapse of the lung involves the complete 
absorption of air from the vesicles. The dis¬ 
appearance of the carbonic acid and oxygen is I 
simple of explanation, but it is not so easy to 
explain the disappearance of the nitrogen. Not only 
is the air entirely absorbed, and very rapidly too, 


but it is absorbed in such a way as to produce a 
negative pressure sufficient to evoke the com¬ 
plementary or vicarious hyperdistension of the 
opposite lung. 'The physiology of this is not 
worked out. 

The next case is one of peripheral neuritis in a man, 
aet. 45 years, who is a purser in the Navy. There is 
considerable loss of power in both hands and in both 
legs. The interesting point is the cause. He says 
he has had malaria, and in China his condition was 
attributed to that malady. I think alcohol may 
enter largely into his case, although he denies 
excess. The blood gives no evidence of malarial 
parasite nor of syphilis. He is being treated with 
mercury and electric baths and is improving 
rapidly. 

Here is another case in which the physical signs 
are obvious but the interpretation difficult. 'The 
man is 36 years of age, and does not look very ill, 
though somewhat sallow and pale. The liver is 
enormously enlarged, reaching to the level of the 
umbilicus with some apparent swellings on the 
surface. It moves freely on respiration and is not 
tender. There are no enlarged abdominal veins. 
Dulness extends upwards over the whole right side, 
but the heart and mediastinum are not displaced. 
It is difficult to say how high the liver extends, but 
as the voice and breath-sounds are distinct in the 
upper part there cannot be much fluid, if any. It 
is evident that the lung on the right side is con¬ 
tracted. There is a little fulness of the veins of 
the neck, which would suggest some mediastinal 
obstruction. There is a positive Von Pirquet, so 
there may be a tubercular element in the case. 
The man felt well in himself, and was sent into the 
hospital by his doctor on account of the odd 
physical signs. He lost two stone in the last six 
months, but he regained several pounds of this in 
the hospital. The X-ray photograph confirms the 
physical signs. Instead of the organs being pushed 
over to the left as would be the case if there were 
pleuritic effusion, it is drawn over towards the side 
in which there wqs little, if any, effusion. There 
must, then, be something which has caused consider¬ 
able contraction and collapse of the upper lobe of 
this lung. There is no evidence of aneurysm, and 
I do not think it can be a mediastinal new-growth. 
It was suggested that there was chronic tuber- 
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culosis of the lung, involving the pleura and 
mediastinum, thus causing contraction of the side 
and compression of the veins, the enlargement 
of the liver being due to venous congestion. I 
thought it might be a case of hepatic abscess, 
which would explain the moderate fever he has, but 
if so there should have been some leucbcytosis, and i 
there is none. The liver was explored in several 
places with a needle but nothing was found. 
Cirrhosis was suggested, but there are no enlarged 
abdominal veins or other evidence of portal 
obstruction. Hypertrophic cirrhosis (/.<?. Hanot’s 
cirrhosis) it cannot be, for there is no history of 
jaundice. 

A propos of cirrhosis, it is common to hear 
mention made of the hypertrophic stage of ordinary 
cirrhosis, but there is no clinical proof that a small 
cirrhotic liver ever passes through a state of 
enlargement; if this werea common experience there 
should be no doubt about it, considering how 
common cirrhosis is. I have never been able to trace 
it,, though I have been on the look-out for it for 
thirty years. I have seen many cirrhotic livers grow 
larger, and I do remember one case in which the 
liver seemed to become a little smaller, but the 
patient died, and even then his liver was about 
four times the size it should have been. We must 
conclude, therefore, that of ordinary cirrhosis of the 
liver there are two forms—the large and the 
small, just as there are two forms of scar in the 
skin, the rarer hypertrophic scar or keloid, and 
the commoner contracted scar. And there is no 
reason why there should not be similar conditions 
of the connective tissue in the liver. Whether large 
or small both are atrophic, and by microscopic 
section it is not' possible to distinguish between 
them. A better case could be made out to prove 
that the small liver may become large, than that 
the small liver has passed through an enlargement 
stage. 

Here are two interesting cases of acute nephritis, 
the one in an adult, the other in a child. Acute 
nephritis in the adult suggests the possibility of the 
kidneys not being sound, and the signs of granular 
kidney are often easily found if looked for. In a 
child, acute nephritis suggests a specific fever such 
as scarlet fever, or diphtheria. Acute nephritis is 
often said, if it becomes chronic, to lead to granular 
kidney, but if so it ought to be capable of easy 


demonstration, and that is not so. Indeed, the 
relation between the two conditions is most often 
the exact opposite of what is taught. Acute 
nephritis more often follows, and is due to granular 
kidney, than precedes and causes it. This is of 
practical importance, for if acute nephritis occur in 
a patient who already has granular kidney, even if 
the acute nephritis get well the patient would still 
be left with the chronic kidney trouble, and he 
would not lose the albumen and the other 
symptoms of that condition. 

In the first of the two cases, a man, aet. 35 years, 
there are thick arteriesand well-marked albuminuric 
retinitis. Yet the acute nephritis has only existed 
for a few days, and the chronic changes in the 
arteries and eyes could not have developed in so 
short a time. 

The second case is that of a lad, aet. 13 years, 
also admitted with acute nephritis. He has been 
ill a long time,* the peculiarity being that he has 
constant relapses, /. e. little recurrences of albumen 
and blood. He gets better of one attack, and 
then has another. The arteries are much thickened 
for a child. It may cause surprise to see signs of 
granular kidney in a child of thirteen. One of the 
most typical cases of granular kidney I have ever 
seen was in a girl, ret. 14 years. I have seen it at 
eleven years of age, and even in quite young children. 
Granular kidney in infants is probably the result of 
some congenital affection. 

This patient with morbus cordis has constantly 
recurring attacks of dyspntea. He gets two or three 
bad attacks during the day and wakes up with 
them at night. He has not had any angina. What 
could these attacks be produced by ? A little while 
ago he had a rather bad attack, worse than usual, 
and began to spit up some blood, and next day, and 
for a day or two after that, physical signs were made 
out at the right base involving nearly half the 
lung. It was then fairly clear that he had an 
infarct of a large size. He got well of that. That 
was one of the causes of his dyspncea. 

But he has had recurring attacks of dyspnoea 
since, which have not been connected with fresh 
infarcts. And there is just the question of what the 
cause is. Here is a heart which is just able to do its 
work. It has exhausted its reserves in hypertrophy. 
There is a close relation between heart and lungs, 
and therefore any disturbance throwing a little 
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extra work on the heart, even lying in bed in an 
uncomfortable position, or moving in bed, makes 
the difference between compensation and the want 
of it. These attacks of dyspnoea are cardiac and 
not pulmonary and stimulants are the best remedy 
to relieve the patient. 

The question has often been raised whether 
opium should be given in these cases. There is 
nothing, in my opinion, which is more useful 
generally speaking in left ventricle failure, and 
there is nothing in my experience against 
it, except a long-standing prejudice. We are 
often told it is dangerous. This is a pity, because 
it is a most useful drug, and many patients cannot 
get on as well with anything else. A few minims 
of opium just relieves them of that distress and 
the excitement which they suffer from; it may 
reduce the heart-rate by some ten beats per minute, 
and that makes a great deal of difference in a very 
w'eak heart. I do not think there is any risk in 
giving opium in aortic or left ventricle cases. On 
the contrary, there is abundant clinical evidence 
that it does an enormous amount of good. It 
might be suggested that the effect was due to 
suggestion if the patient were told that opium was 
going to be given. But that is not so, for it is 
equally useful in children who have never heard of 
opium. There are many cases of bad rheumatic 
fever, and heart trouble after it, which really live on 
a. little opium, and it helps them to get well. 
Rheumatic fever used to be treated at one time, 
before we had the salicylates, by means of opium 
and blisters, the latter for the joints and the 
former for the pain, and it was a good line of 
treatment. 

This boy came in with an attack of rheumatic 
fever. He had pain in his right knee and hip 
six weeks before he came into the hospital, and 
never lost it entirely. He had a greatly dilated 
heart, and it is still dilated. The temperature was 
raised (1 oo-ioi 0 F.) on admission, fell to normal for 
a few days, then went up again, and it is still raised. 
He is begging to get up because he says he feels 
well. With that there have been changes in his 
heart. He has been developing a diastolic aortic 
murmur, so that there is evidently some pro¬ 
gressive valvular mischief going on which explains 
his temperature. It can hardly be called infective 
endocarditis, for there are no symptoms beyond 


this slight rise of temperature. At any rate there 
can be no question of his getting up in spite of his 
feeling so well. Such prolonged rises of tempera¬ 
ture are much more common with aortic than with 
mitral valve lesions, and indicate, no doubt, pro¬ 
gressive valvular mischief, though not necessarily 
of the infective type. 

This man also came in with a mild attack of 
rheumatic fever. He has had considerable dilata¬ 
tion of his heart all through, though without any 
murmurs. These cases of dilatation of heart are 
extremely interesting, because in a rheumatic fever 
case pericardial effusion is more likely to suggest 
itself than simple dilatation. The literature of 
paracentesis pericardii shows that the mistakes that 
have been made have been in tapping cases of 
dilated heart where there is no effusion. Many 
cases have -been sent to me to be tapped, but 
proved to be cases of dilatation and not of 
pericardial effusion. The diagnosis is by no means 
easy. 

It is well to remember that in specific fevers, 
not only in rheumatic fever, but other fevers too, 
there may be great dilatation of the heart without 
anything to suggest it. This is especially so in 
children at the time of and after an acute disease, 
—diphtheria, for instance. Dilatation of the 
heart means muscular weakness, and by marking 
out the cardiac area before and after getting up, 
this can often be readily demonstrated in a patient 
who has been in bed for some little'time. If such 
dilatation of the heart occurs it is clear that the 
patient is not yet strong enough to be up, and he 
must be kept in bed longer. 

During rheumatic fever withouteither endocarditis 
or pericarditis considerable dilatation may be found, 
and in such cases it is the myocardium, /. e. the 
muscle, which is affected. This young man is an 
instance of the kind. A similar thing occurred 
lately in a healthy young woman, ret. 21 years, 
with pneumonia. The area of cardiac dulness in 
this case was truly enormous, and though the 
pneumonia in itself was not severe, this unusual 
dilatation caused much anxiety. But directly the 
crisis came she began to get better, and the dilata¬ 
tion passed rapidly off. In this case we may 
presume that the toxins had affected the muscle of 
the heart directly. 

Dilatation murmurs are sometimes very difficult 
to explain. It is generally taught that the 
tricuspid and mitral valves, are not competent to 
close the orifices unless they are assisted by the 
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contraction of the muscle, so that the size <rf the 
aperture is reduced. This teaching rests on ! 
experiments made by Ludwig and Hasse, which 
important as they are, have, I believe, never been 
confirmed. A priori\ it is hardly likely that an 
important organ like the heart should have so | 
little reserve, that a slight temporary disturbance of 1 
any kind which prevents the heart muscle from 
contracting firmly should make the valves in- | 
competent. Take the murmurs in chlorosis, where 
there is a dilated heart and no valvular disease; | 
they are systolic in time, but heard all over the * 
praecordium, but not behind as mitral regurgitant j 
murmurs are. So it is unlikely th^t the cause is j 
the same in both. If both were due to regurgita- I 
tion they both ought to be audible in the same 
way. And as they are not, the cause of their 
production must be different. There are, however, 
cases of dilatation murmurs without valvular 
disease in which the murmurs are heard in the 
axilla and behind, but this is the exception, and 
the exception proves the rule I am stating. 

Here is a man who came into the hospital with 
a history of five weeks’ illness. His attack began 
with shivering, and was thought at first to be 
pneumonia. On admission his temperature was 
ioi°F. and he gave the signs of pleurisy. Para¬ 
centesis was performed, and 9I oz. of pus, very 
foetid in character, was removed; the side was 
then opened and washed out. The empyema was 
probably foetid from the beginning. 

It used to be laid down that there was serious 
risk in washing the pleura out, but this is not so, 
and there is no reason whatever why the pleura 
should not be washed out if it seems desirable. 
The two chief indications are that, as in this case, 
the pus is foetid, and the other that it is flaky and 
curdy. 

The removal of a portion of rib should not be 
a routine practice. It is only necessary for 
drainage, and this may often be achieved without, 
both in the child and the adult. 

Another point is this, that the tube inserted 
should not be too long. The empyema cavity is 
closed by falling in of the side, in part, but 
chiefly, by expansion of the lung, which may be 
found in contact with the chest-walls almost 
immediately after the operation has been per¬ 
formed, except where it is kept from contact by 
the tube. If there is a long tube there is a long 
fistula, and there may be difficulty in draining. 

A long or even a large tube does not necessarily 
mean perfect drainage. On the contrary, it may 
prevent proper drainage if not in the proper place, 
as may often be demonstrated by examining the 
sinus with a probe. A drainage-tube is necessary 
for a time, but it may create its own difficulties if 
it be too long or not in the right place. 

September 2 $ th t 1911. 


A LECTURE 

ON 

ECLAMPSIA. 
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Surgeon, Hospital for Women, Soho Square; Physician 
to Out-patients, Queen Charlotte’s Hospital; and 
Obstetric Tutor, St. Mary’s Hospital, 
Paddington. 

Ladies and Gentlemen, —I have chosen the 
subject of puerperal eclampsia because it is a 
complication of pregnancy which does not occur 
very often. Sometimes we go for several years 
without seeing a case, and so we are apt not to be 
quite ready to do the right thing at the moment 
when a case does occur. The subject is a large 
one, and I cannot pretend to go through it in one 
short lecture. Neither can 1 tell you anything 
new, but perhaps I may bring out Some points 
which may interest you.. 

This is the history of a classical case of eclampsia. 
Here is a patient who is pregnant. Usually after the 
sixth month, I have seen eclampsia as early as the 
fourth month, but usually it occurs after the sixth. 
The patient is apparently quite well one day, and then 
perhaps two or three days later, when she may have 
been feeling some malaise, she does not quite 
know what, she suddenly falls down in a fit. She 
is examined, some urine is found in the bladder, 
perhaps only a few drachms, and it is found to be 
solid with albumen on boiling. The history of an 
unusual case is that the patient comes to a doctor 
complaining of oedema of the feet, hands and face. 
The doctor very properly examines the urine and 
finds that it contains a large quantity of albumen. 
This patient has the typical albuminuria and dropsy 
of pregnancy. This probably is the actual result 
of pregnancy, and bears no relationship whatever 
to any previous renal disease. It may, of course, 
be the expression of an old nephritis, but it is 
usually the result of what may be termed the preg¬ 
nancy kidney—a condition of the kidney induced 
by pregnancy alone. Now, that patient will im¬ 
prove very much if she is put to bed, dieted and 
given diuretics; but her oedema and her albuminuria 
will probably not disappear until after she is 
delivered, and she runs the risk, although it is a 
small one, of getting eclampsia. The number of 
people who get eclampsia who have already albu- 
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minuria and dropsy is comparatively small. I 
cannot give you any figures because there are none 
which are very trustworthy. We see a far greater 
number of women with albuminuria and dropsy 
who get well without having fits than we do of 
those who have fits. You cannot foretell, how¬ 
ever, the first time you see a patient, which one 
will have fits, and which will not have fits ; in 
fact you may never be able to prophesy. And 
I might remark that the amount of albumen in 
the urine is not an index of the seriousness of 
the patient's condition. The real index of the 
patients condition is the urea excretion. As 
long as the urea excretion and its relationship to 
the amount of urine passed is good, the prog¬ 
nosis is generally good. That is to say, if a person 
is passing about 40 oz. a day, with something 
near 2 per cent, of urea, she is doing all right. 
But when the urea begins to progressively diminish, 
especially with a falling quantity of urine excreted, 
then that patient is in the very gravest of danger 
of getting eclampsia. 

The next matter I want to speak of is the 
pathology of eclampsia. I shall not take up much 
time with that, but I must say a little about it, 
because it will help you to realise why certain forms 
of treatment are adopted. The older views as to 
the causation of eclampsia were chiefly mechanical, 
that is to say, it was supposed that the pressure of 
the pregnant uterus upon the renal vein led to the 
congestion of the kidney, and subsequently to 
failure of the renal function and albuminuria. And 
it was supposed that the albumihuria was the real 
cause of the eclampsia. I shall try to show you 
presently that the eclampsia and the albuminuria 
are the result of the same thing ; they do not have 
any causal relationship to one another. The next 
view was that the pregnant uterus compressed the 
ureters, and thereby made the kidneys act against 
too much pressure, and therefore that the kidneys 
had too much work thrown upon them. Another 
view f was the reflex nervous theory of Tyler Smith, 
and the cerebral anaemia theory was advanced. 
All these views, no doubt, have something to be 
said for them, but they do not explain eclampsia in 
its entirety. Nowadays we look upon puerperal 
eclampsia as the effect of a toxaemia, a toxic 
condition of the blood leading to tubal nephritis, 
and leading to eclampsia practically at the same 
moment. Tubal nephritis, in a classical case, may 


only precede the eclampsia by a day or two, 
perhaps three or four days. As a general rule, in 
a classical case the urine is not examined until the 
patient has a fit; consequently we do not know how 
long that patient has had albuminuria, but we do 
t know that she has generally not had much dropsy, 
and, consequently, it is unlikely that the renal 
condition has been present very long. The whole 
point is : What is the origin of this toxic condition ? 
Naturally, it has been suggested that it is bacterial 
in origin. Even the most sanguine supporters of 
bacteriological research have not been able, how¬ 
ever, to substantiate this. Neither at the placental 
site, nor in the blood, nor in the kidney or liver, 
or in any other organ, have they been able to 
demonstrate any micro-organism which could be 
regarded as constantly present. Everything points 
to the toxaemia of pregnancy as being the result of 
the retention in the blood of physiological products 
of normal organs. I mean those products of 
nitrogenous metabolism which are given off from 
muscles, glands, tissues in general, which normally 
are so altered by the liver that they can be easily 
excreted by the kidneys. You have here a circle 
which requires all its component parts to do their 
duty in order that the organism may not suffer. 
Supposing now that one link in that circle fails—for 
instance, the liver—the result will be that these 
physiological poisons will be retained in the blood, 
and will of a surety set up evil effects somewhere, 
probably in the kidneys. • Now, there is some 
evidence to show that the liver may be, and in all 
probability is, the organ primarily at fault. This 
ha? given rise to the so-called hepatic toxsemia 
theory of eclampsia, and, we might remark, of 
course, not only of eclampsia, but also of other 
toxic diseases of pregnancy, such as pernicious 
vomiting and albuminuria. We have no real 
evidence that the liver is the primary organ at 
fault, because we cannot argue from the post¬ 
mortem findings in cases which die of eclampsia 
that the liver was primarily to be blamed. It is 
true that in all fatal cases of eclampsia we find 
profound changes in the liver, shown particularly 
by areas of necrosis, hsemorihage, and fatty degenera¬ 
tion of the liver-substance. We also constantly 
find, of course, tubal, nephritis, simply a form of 
nephritis in which there is necrosis of the epithelium 
of the convoluted tubules. It does not seem to 
differ in any way from the acute nephritis of 
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diphtheria and other zymotic diseases. But of i 
course we cannot argue from these post-mortem 
findings that the liver is primarily to blame. The 
probability is that the changes in the liver are 
the direct result of the toxic process. But if 
you believe that it is the retention of normal 
nitrogenous products in the blood which gives rise 
to the renal inadequacy, then we must believe 
that it is due to a failure of the functions of the 
liver, because we do not know any more than this, 
that it is the liver which so changes these products 
that they can be excreted by the kidneys. If we 
accept this, there arises another question : Why is 
it that some cases get albuminuria and others get 
eclampsia? Some get albuminuria terminating j 
in eclampsia, others get a suddenly-produced 
eclampsia and albuminuria together. The only ' 
suggestion which one can make is, that in the case 1 
of the pregnancy kidney there is only a slow 
accumulation of these toxic substances in the i 
blood, sufficient to damage the kidney, but not 
sufficient to interfere in any way with the central 
nervous system. On the other hand, where 
eclampsia suddenly comes on, we may argue that | 
the retention in the blood of this poisonous sub- ! 
stance is more rapid, because the actual amount 
of failure of the liver is greater, and consequently 
a much more marked effect is produced, namely 
that upon the central nervous system, as well as 
upon the kidney. We cannot overlook the fact 
that a later view than the hepatic theory is the 1 
placental intoxication theory. According to this, j 
it is supposed that the placenta acts as a kind of 
excretory organ for the foetus as well as an organ 
for nutrition and respiration. And it may be 
suggested that the placenta has something of the 
functions of the adult liver, that it has to change 
these toxic substances in some way so that they 
may be dealt with by the maternal organism. If 
it fails to do this the maternal organism will have a 
much greater quantity of poisonous material to 
deal with than it can, under all circumstances, rise 
to, and perhaps that may account for the sudden 
onset of these conditions. But in spite of all the 
research in the direction of the blood, of the 
placenta, of the urine and the liver, there is at 
present no exact knowledge even of what the 
substance is which is retained in the blood. We can- | 
not say that the changes which take place are quite i 
as hidden as they were twenty years ago, but we still \ 
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do not know what the substance is which is retained 
in the blood, and which cause the fits of eclampsia. 

Now with regard to the fits themselves, they are 
especially epileptiform. They differ only from 
true epilepsy in the shortness or absence of the 
first tonic stage, and also in the absence of a 
cry. The second stage, that of clonic spasm, is 
well marked in eclampsia, and is the most marked 
portion of the fit. The actual duration of the fit 
may be, and generally is, alx>ut a minute. But, 
of course, you see sometimes longer fits than this, 
because they seem to succeed one another with 
such rapidity that a status eclampticus is set up. 
There may be the same accidents in eclampsia as 
there are in epilepsy, namely biting of the tongue, 
falling out of bed, falling on to the fire, and the 
general injuries which a patient may do herself. 
She drops as if she were shot, just as the epileptic 
does. Then succeeding the fit is a period of 
coma, lasting usually about a quarter of an hour or 
twenty minutes, when the patient recovers, and is 
dazed for a time, and is unable to give an account 
of herself for some minutes. More often the 
patient remains comatose between the fits, and the 
fits succeed one another with varying intervals. 
Naturally, the worse the case the shorter will be 
the intervals, and the more deep the coma between. 
There are some conditions which may be mistaken 
for eclampsia, and we always have to think of them ; 
for instance, hysteria, meningitis, cerebral tumours, 
cerebral syphilis, apoplexy. Hysteria should not 
be difficult to diagnose from eclampsia. The 
mere absence of albumen in the urine and the 
great quantity of urine you would find in an 
hysterical patient would be sufficient to give you 
the diagnosis. The rise of temperature, the 
curious delirium of meningitis, the noise, as a rule, 
which the patient makes, the cry, the irregularity, 
and the localised convulsions, the eye changes, and 
so on, all will point to a cerebral condition, both 
in meningitis and in cerebral tumours or cerebral 
syphilis. Perhaps apoplexy is difficult to dis¬ 
tinguish in some cases, but even there, as a rule, 
the convulsions are localised, there is rigidity 
following the convulsions, there is no change in 
the urinary excretion. Of course, the uraemia of 
old Bright’s disease is practically impossible of 
distinction from the fits of eclampsia. It occurs, 
or may occur, in a pregnant woman; it is accom¬ 
panied by albuminuria, by suppression of urine, but 
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the character of the fits is practically the same. 
For all we know, it may strictly be the same 
disease. So at all events we must not forget that 
we may be sometimes confronted with a case of 
fits in a pregnant woman which is not eclampsia 
and is not due to a toxic condition at all. 

Now we want also to know something about 
prognosis, because naturally the patient’s friends 
are always very anxious to know whether a patient 
is going to live or die. And although we never 
can tell when a case of eclampsia will recover, we 
can put before the friends the possibilities in a 
scientific manner which they can understand, and 
they may draw their own conclusions. Now, the 
points which you have to consider in the prognosis 
of a case are these: first of all the severity and the 
number of the fits. The more fits the patient has 
the greater danger she is in, undoubtedly. The 
duration of the coma between the fits has a strong 
hearing also. The cases in which the coma is 
persistent are more serious than those in which the 
patient recovers, only to have another fit later. The 
pulse, if it persistently rises, is of bad prognostic 
import. The temperature may, in association with 
this rising pulse, progressively rise. The occur¬ 
rence of much bronchial secretion which the 
patient has great difficulty in getting rid of may be 
very serious because of the danger of asphyxia. 
Perhaps the most important thing of all is the pro¬ 
gress of labour, because if the patient can be 
quickly delivered with safety the probability is that 
the fits will cease. This statement has been much 
criticised in the light of Herman’s researches some 
years ago, in which heshowed that thefits onlyceased 
in about half the cases after delivery. But I always 
consider that Herman’s views help to prove the 
point, because if the fits do cease in half the number 
of cases after delivery, it is clearly worth while to 
deliver the patient as quickly as possible, and those 
cases in which you can deliver the patient quickly 
are certainly in a better condition, and more likely 
to recover than those in which delivery cannot be 
brought about for some .hours. 

We must not forget in the prognosis the presence 
or absence of urine in the bladder. If the bladder 
contains a fair quantity of urine, even half a pint, 
the prognosis is far better than if the bladder is 
empty or only contains a drachm or two. If there 
is some urine, it of course means that the renal 1 
functions are not entirely in abeyance. The signi- | 
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ficance of absolute suppression of urine at the 
onset of the fits is grave. 

Now we come to something more interesting 
altogether, namely the premonitory signs. Can 
you, for instance, ever prevent a patient from 
having eclampsia ? You can only do so if you 
know what are the premonitory signs. They are 
these: A patient who previously felt herself quite 
well, gets first of all a headache, which is persistent. 
Along with it she gets disturbance of vision. This 
| disturbance of vision may take the form of “ forti- 
, fication figures ” before the eyes, or there may be 
some weakness of vision, and even blindness will 
be spoken of by the patient. There will sometimes 
be giddiness, and she may have epigastric pain. 
That is a curious feature, because epigastric pain is 
one of the main symptoms of impending diabetic 
coma, which is another condition dependent on 
toxaemia. Then, of course, the patient may 
mention that she is passing very little water, and 
she may also mention that her feet are swollen, and 
that the swelling has taken place suddenly in the 
last day or two. If you examine the patient’s 
urine, which you ought to do, if you can get any, 
you will find that it contains albumen. You should 
estimate the urea, and to do that successfully you 
must have the whole twenty-four hours’ urine, and 
you will find that the urea is diminished. That, of 
course, takes time, but if you find albumen, and the 
patient has all these symptoms, you are justified in 
| suspecting a very active toxaemia, and you should 
I treat it just as actively. If you give that patient a 
I dose of dyspeptic medicine and send her home, 
the probability is that she will have a fit within a 
few hours. If you treat her as she should be 
treated, the probability is she will never have a fit 
at all. And, that reminds me, I ought to have' 
mentioned constipation, when speaking of pro¬ 
monitory signs, it is very often a most important 
feature in these cases. 

What has to be done with the patient ? First, put 
her to bed. We often put patients to bed without 
knowing exactly why we do it. In this case we do 
it because we want to limit the amount of proteid 
metabolism which is taking place in the body, we 
want to restrain her muscular action, and therefore 
her waste products as much as we can. We want 
to rest her so that we can diminish the amount of 
poisonous substance which is being produced in the 
body every minute that she lives. The only way to do 
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that is to get the patient to bed and keep her quite j 
still. Even then the fact that the cells are alive means 
that there is production of poisons, but it does not 
mean the production of so much as if she were 
actively moving about. The next thing is to give her 
a smart purge. Those which are attended with con¬ 
siderable watery evacuation are the best. Then 
we want, if possible, to stimulate the kidneys to 
act, and I suppose the best way to do that is to 
give plenty of fluid to drink. As long as the 
patient is conscious she can drink plenty of fluid, ; 
and along with that you can put in a certain amount 
of a diuretic drug, such as tartrate of potash. 
Then the question of diet is important, and I am ■ 
sure that at this period a strict milk diet should be ! 
advised, so as to limit the amount of proteid intake. 
Can you do anything to neutralise any poison , 
which there may be in the blood at the moment ? 
Jt is difficult to say anything upon this point, but 
it is most strongly believed that thyroid extract is 
an antidote to these physiological products of 
metabolism, at all events to some of them, and 
that the administration of thyroid extract in large 
doses at this moment may stave off the eclamptic 
fit and enable you to pursue your treatment in the 
other directions, and in that way possibly to prevent 
the onset of fits later. Very large doses have been 
given for this purpose, but these are probably not 
always necessary. It is best to give a five-grain 
dose and repeat it in an hour and watch the effect, 
because it acts fairly quickly, and we can see how 
much the patient would stand without running the 
risk of upsetting the vaso-motor system by giving 
such enormous doses as have been advised. 

Now we come to the treatment of the actual fits 
and the treatment of the patient during the fits. 
We can say at once that we have three points 
of view from which to treat the patient. We have | 
to treat the fits, we have to treat the kidneys, and 
we have to consider the question of delivery. 

First of all, with regard to the treatment of the j 
fits, that obviously is the thing which thrusts itself 
upon you directly you see the patient. Morphia, 

I think, is the best drug for stopping the fits. It 
not only lessens the severity of the fits, but it 
lengthens the intervals between them, and it has 
an important effect on the renal circulation. You 
may say, Can you give morphia to a person who has 
practically suppression of urine, and if there is any 
urine, with that urine loaded with albumen ? Y r es, 


apparently morphia has no evil effects on-these 
people as far as the kidneys are concerned. They 
do not get a profound effect in the matter of 
j morphia poisoning, because their renal secretion 
has failed. Begin with half a grain subcutaneously 
to get an effect, and if the patient at the end of two 
hours is not under the influence of morphia, repeat, 
giving a quarter of a grain. I do not think any¬ 
body can point to a single case where morphia has 
done any harm to a patient buffering from eclampsia. 
The time-honoured chloroform treatment no doubt 
did good, and would do good again in certain cases. 
You cannot help being struck when you are sitting 
for hours giving chloroform to a patient with 
eclampsia at the very small amount of effect oh 
the fits, either in lessening their severity or in 
lengthening the intervals between them. And you 
cannot forget that chloroform is an important 
cardiac depressant, that it has a very evil effect on 
the cerebral cortex, and that if you give it for many 
hours at a stretch, it may have far-reaching effects 
which you are unable to combat. So chloroform 
is, at all events, not so popular as a method of 
treating these fits as it used to be. Morphia is 
relied upon more and more. During the fit you 
! must prevent the patient from injuring herself; 

I place something between her teeth so that she 
cannot bite her tongue—not a cork, because she may 
| be able to bite it in half and get half into her larynx. 
You can use wood wrapped round with lint so as 
not to tear her palate and be careful not to break 
her teeth in putting in a gag. Keep the patient 
lying on the bed on her side so that saliva may 
|. run out, with someone near by for fear she may 
fall off and injure herself. 

After the question of morphia for the fits comes 
the question of how shall we establish the renal 
secretion ? We can do this partly by stimulating the 
other excretory organs and so relieving the stress 
which has been thrown on the kidneys, partly by 
some action on the kidneys themselves. We can 
stimulate the skin to action by giving a hot wet 
pack, and that can be done in any house. A hot 
Vapour bath or a hot-ajr bath is not so easy in a 
private house as to provide a hot wet pack. We 
may stimulate the intestines to act by giving a 
purgative. If the patient is comatose we are 
bound, practically, to give her croton oil. I do 
not like giving a patient croton oil, because it sets 
up a kind of gastro-enteritis which cannot be good 
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for the patient, but I have seen it given many times, 
and never any evil effect following. Two minims 
of croton oil rolled up in butter and put on the 
back of the tongue seems to act well. But if 
conscious she can be given jalap powder, or a pill 
of colocynlh. What you give must be a powerful j 
laxative which will act quickly. 

With regard to the treatment of the kidneys 
themselves, much depends on the point of view'. 

If you could see those kidneys, what would they 
look like? We can only guess by what they i 
look like post mortem. Post-mortem they generally 
look engorged, and if cut into they drip with blood ; 
they are the time-honoured blood-dripping kidneys, 
they are the seat of acute congestion. We cannot 
do very much to relieve that, but the old-fashioned I 
poultice to the loins will do good by relieving the | 
local congestion to some extent. Even dry-cupping 
might be done, and there is no harm in doing it, 
but saline infusion is the sheet anchQr for promoting 
diuresis and relieving renal congestion. This is a 
point which is often overlooked. It is very easy in 
the case of a pregnant woman, to put a pint of 
salt solution into the cellular tissue beneath the 
breast in half an hour. This may be done with any 
saline infusion apparatus, but a simple funnel and 
rubber tube with an exploring needle answers the 
purpose very well. I do not think you need go 
out of your way to make any special saline fluid. 
Common salt, one teaspoonful of salt to a pint of 
water, is as good as anything which I know for the 
purpose. It has been suggested to use carbonate 
of soda instead of the chloride on the supposition 
that the carbonate is supposed to be better in con : 
ditions of diabetic coma, in acidosis and acetonuria. j 
I do not know that there is any proof that that is the | 
case ; at all events, ordinary saline solution seems to 1 
answer well in these cases. If you can give it per 
rectum as well, it is good to do so. But there is a 
difficulty in giving salt solution in the case of a , 
person having fits, and if you give it per rectum it is j 
not always retained. There is no particular neces¬ 
sity to put itjnto a vein, although of course that is j 
the quickest way of getting the effect. And apropos 
of that I might mention bleeding. Bleeding is 
out of fashion tor eclampsia as well as for many - 
other things, but I feel certain that if you have a > 
stout, plethoric patient with a red face and a very ! 
hard, bounding pulse, such as you do find in ! 
eclampsia, you cannot possibly do any harm by 
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bleeding her to the amount of 16 oz., or even a 
pint. It is obvious that by so doing you remove 
a considerable quantity of poison, and when you 
have your vein exposed by this means, you can tie 
your cannula in and put in two or three pints of 
salt solution and so dilute whatever poison there is 
left in the blood. Of course I would not say you 
should bleed an anaemic, delicate woman ; that 
would do harm, but in a plethoric patient bleed 
and put salt solution into the Vein which you have 
exposed. 

Finally, there is the question of delivery, and that 
is the matter which has been most debated in this 
country in connection with eclampsia. Should we 
try to deliver our patients rapidly as soon as they 
have had a fit, or should we be content, if labour 
has started, to let it go on in its own way? Some 
ten years ago an expression of opinion was invited 
from all British obstetricians, and the consensus of 
opiniqn was that labour should be left alone, that 
delivery should not be hurried in this condition, 
that the results of so-called expectant treatment 
were as good as the results of delivery. I cannot 
help thinking that the feelings in the matter in this 
country have altered somewhat since then. We 
cannot overlook the results in some of the con¬ 
tinental clinics, in which they advise immediate 
delivery by some means as soon as the patient has 
had a fit. Vaginal Caesarian section, which has 
been largely practised in some continental clinics, 
has not yet been adopted here, but I think most of 
us hold that any means which will hurry delivery, 
.without running any serious risk to the patient, will 
undoubtedly give her a better chance of survival. 
If the patient is not in labour, it is a safe principle 
to induce labour at once, and the quickest and 
safest way to do this is to rupture the membranes 
and so lessen the size of the uterus. If no further 
fils occur the uterus may be left alone; labour is 
certain to come on. If, however, it is deemed 
necessary to hurry delivery, the cervix should be 
dilated with Hegar’s dilators until a Champetier 
de Ribe’s bag can be put in. The bag quickly 
induces good contraction, and dilates the cervix. 
The delivery can be quickly accomplished by 
forceps or version if the child is alive, or by 
perforation and extraction if it is dead. There is 
no objection to perforating a dead child under all 
circumstances. In other words, get the child out 
as quickly as possible consistent with safety, taking 
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, care not to run the risk of lacerating the mother’s 
tissues or introducing sepsis. If the case is very 
urgent on account of the number of fits, coma, 
suppression of urine, and above all, rigidity of 
the cervix, there is not the slightest doubt that 
Caesarian section is justifiable, and is indicated. 

Inasmuch as eclampsia depends on the presence 
of the foetus in utero , the condition' cannot be 
considered to be on the high road to a cure until 
the uterus is empty. Further, as fits sometimes do 
not appear until after delivery, the disease cannot 
be considered to be cured when the uterus is 
empty; but it seems certain that the supply of 
toxins which causes the fits cannot be cut short 
unless the uterus is emptied. So that it is clear 
that delivery is an essential part of the treatment, 
after which complete elimination of accumulated 
toxins will complete the cure. I have no time to 
fully discuss those cases in which the fits come on 
after delivery. Nothing, I suppose, is more 
disappointing to a person who has been delivered, 
who has perhaps gone through the troubles of 
albuminuria of pregnancy, and then perhaps twelve 
hours after delivery develops eclampsia. These 
are mysterious cases, because, as a rule, the renal 
secretion is rapidly re-established after delivery. 
Urine is quickly secreted, and yet in some of these 
cases fits begin for the first time after delivery, 
sometimes as late as four days afterwards. We 
cannot explain them ; we can only suppose it means 
that instead of the retention of the poisons being 
stopped, as it usually is by delivery, it goes on after 
the delivery of the child has taken place. For¬ 
tunately, these cases are generally slight ones, the 
number of fits is not very great, and they are not 
nearly so often fatal as those in which the fits 
occur before delivery. The treatment is exactly 
the same, but we have not in this case the sheet 
anchor of delivery to help us. We treat them 
otherwise in the same way, by morphia, saline 
infusion, hot pack, etc. 

September 25 th t 1911. 


Glaucoma. —Bjerrum presents evidence to sus¬ 
tain the assumption that glaucoma is not exclusively 
merely exaggerated intra-ocular pressure, but that 
an irritative process is involved besides. This 
irritation seems to affect essentially the ciliary 
body. Excessive secretion follows, and this hyper¬ 
secretion is the cause of excessive intra-ocular 
pressure.— -Journ. A . Af. A. y vol lvii, No. 10. 


LUPUS ERYTHEMATOSUS AND 
ITS TREATMENT. 
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Lupus erythematosus is an inflammatory process 
which leads to the formation of scattered, infiltrated 
patches which undergo atrophic changes without 
breaking down or ulcerating. At first a small 
hyperaemic, oval or rounded patch makes its 
appearance, with a slight degree of infiltration and 
a scaly surface, which spreads slowly at the fcdges, 
and may be followed by similar, often symmetrical 
lesions, witli the same characteristic appearance. 
The border of such a patch is sharply defined, but 
the scaliness may be only slightly marked and the 
infiltration indefinite, so that the lesion somewhat 
resembles a mild form of eczema seborrhoicum, 
but it is more definitely circumscribed, and does 
not fade off in the same way into the surround¬ 
ing healthy skin. But well marked patches are 
! distinctly infiltrated, with a well defined edge and 
a covering of thick, tenacious scales. This variety 
of lupus erythematosus is known as the discoid 
t type as distinguished from a second variety—lupus 
erythematosus disseminatus—which is distinctly 
more serious and also more rare. 

The discoid variety is the common clinical form, 
and occurs usually on the cheek, nose, ears, scalp, 
and dorsal surfaces of the fingers. When both 
the nose and cheeks are involved symmetrically, 
and the primarily discrete patches run together, we 
have the typical and well-known picture of “ bai’s- 
wing” or “ butterfly ” lupus, where the centre patch 
over the nose is comparatively narrow, and the 
wings of the butterfly spread out over the cheeks. 
In cases like this, composed of various patches of 
different duration, most of the area will be found 
to be reddish in tint, with a raised and thickened 
edge, contrasting sharply with the healthy skin, 
and a well-marked scaly surface. But here and 
there the surface will be seen to be depressed 
below the level of the surrounding lupus tissue, 
and even definitely atrophic. This atrophy is 
characteristic of lupus erythematosus, and is often 
of great assistance in forming a diagnosis. It is, 
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in fact, so typical that Malcolm Morris has 
proposed to alter the name of the disease to 
erythema atrophicans. The scarring resulting 
from this atrophy is practically permanent, but it 
is often of so fine a texture that it is more or less 
inconspicuous, and is a far from unsatisfactory 
method of spontaneous cure of the disease. 

The scales, which are so prominent a feature 
on the red, hypenemic patches, are thick and 
adherent, and if they are picked off they are 
found to have small projections on their under¬ 
surface, which apparently project into the enlarged 
openings of the sebaceous glands. These plugs 
are not, however, as a rule, composed of sebaceous 
matter, but are rather due to acanthosis, and are, 
in fa£t, built up of horny material. When these 
scales are forcibly removed the underlying tissue 
not infrequently bleeds, and it shows small pits 
from which the horny plugs on the scale have been 
removed. 

When the ears are affected the lupus patches 
are very similar to those on the face, but when the 
scalp is involved the lesions are often conspicuous 
by their lack of inflammatory symptoms, and the 
first sign of the disease is the falling out of the hair 
in a round or oval patch. The hair-follicles are 
found to be entirely atrophied, and a white scar¬ 
like area results, which may show some small pits 
and erythematous areas. But the discoid form of 
the disease is usually found on the scalp, progressing 
slowly, with marked infiltration, leading to a dense, 
fibrous scar-formation, depressed below the surface, 
and followed by permanent baldness over the 
affected area. Several patches may coalesce, until 
a considerable portion of the scalp is involved, 
but no ulceration takes place unless carcinoma 
supervenes. Carcinoma does, in fact, occur 
secondarily to lupus erythematosus of the scalp 
and several cases of such secondary epithelioma 
have been recorded. 

Neither the scalp nor the hands are usually 
affected primarily, but more often in conjunction 
with lupus erythematosus elsewhere. On the hands 
it may begin like a chilblain, with a purplish or 
reddish-purple colour and some swelling. The 
dorsal surface of the fingers is usually affected 
and the lesions are superficial, so that in cold ( 
weather the distinction between the so-called lupus 
pernio and chilblain is far from being easy. There 
is a certain amount of burning or tingling in both 


cases, but lupus erythematosus is essentially a 
chronic disease and does not clear up in summer 
as chilblains do, and patches of the disease are also 
to be found elsewhere than on the hands. 

Although lupus erythematosus is essentially a 
skin disease, it may also involve mucous mem¬ 
branes. This is usually from extension of a 
cutaneous patch, and when it affects the lip it 
has at first characteristics somewhat different from 
those of the disease when it attacks the skin. The 
patches are circumscribed, with an erythematous 
margin and a whitish atrophic centre surrounded 
by an area of infiltrated bluish or violet tissue, often 
of a glistening character, somewhat irregular, scaly, 
and traversed by rhagades which are covered with 
blood-stained crusts. These patches are essentially 
chronic and resistant to treatment, and, when they 
occur independently of any skin lesions in the 
neighbourhood, their nature is not always easy to 
determine. The lesions may lose their epithelial 
covering and resemble simple abrasions, but they 
are more sharply defined and do not tend to heal 
up with ordinary simple treatment. Similar patches 
occur on the hard palate and the mucous membrane 
of the cheeks in the form of excoriatjons, purplish 
or violet plaques, or white scar-like lesions with a 
hyperaemic border. 

An uncommon form of lupus erythematosus, 
which may pass unrecognised, is a superficial 
vascular form, which affects the nose and the 
malar eminences. It is characterised by numerous 
small dilated vessels, which form a network of 
telangiectases and persistent red patches, without 
any atrophy or other evident alteration of the skin. 
The affection is symmetrical, and, to the touch, the 
skin over such areas is found to be thickened and 
infiltrated, and in some cases may even go on to 
the formation of nodules. 

Lupus Erythematosus Disseminatus. 

In contrast to the chronic history and develop¬ 
ment of most cases, there is a variety of lupus 
erythematosus which runs an acute, often febrile, 
and frequently fatal course. It is marked by the 
appearance of a large number of disseminate 
patches within a short space of time over any 
portion of the body, but more especially and more 
markedly on the face and extremities. These 
patches do not increase much in size, they may be 
slightly scaly, but they do not go on to atrophy 
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before they disappear and are succeeded by a new 
crop of similar lesions. On the face and hands, in 
addition to the usual pink, superficial patches, are 
found purplish, livid nodules like those of lupus 
pernio, and the face may show an eczematous or 
erysipelatous appearance—the erysipelas faciei 
perstans of Kaposi. Such an outbreak may be 
secondary to the ordinary discoid form of the 
disease, or it may develop quite independently and 
be acute from the onset. The lesions are not 
always typical, and may at first resemble rather 
lichen planus, erythema nodosum, erythema multi- 
forme, or even mycosis fungoides. In those cases 
which are accompanied by high fever, joint swell¬ 
ing, weakness and coma the patient usually dies 
from pneumonia, nephritis, or acute tuberculosis. 
When the patient recovers, the patches may entirely 
disappear, leaving only slight pigmentation or scar¬ 
ring, and, in the case of the erysipelas-like affection 
of the face, the swelling and oedema may gradually 
pass away, to be replaced by numerous superficial 
disseminated patches. The discoid variety is un¬ 
accompanied by any definite subjective symptoms, 
but the disseminate form, especially in neurotic 
individuals, gives rise to a considerable amount of 
burning and itching. The disseminate variety is 
always a rare skin disease, but it occurs most 
commonly between twenty and forty years of age, 
and more frequently in women than in men. It 
seems probable that some cases are essentially due 
to septic infection, more especially of the kidneys, 
and parenchymatous nephritis has been found post¬ 
mortem in certain cases. 

Diagnosis . 

This has to be made from eczema and lupus 
vulgaris, and on the scalp from Alopecia areata and 
cicatricial atrophy or pseudo-pelade, but diagnosis 
is rarely a matter of difficulty^ 

Has lupus erythematosus a tuberculous origin '!— 
The main pathological changes in Lupus erythema¬ 
tosus have been described as being successively 
vaso-motor dilatation of the vessels, poisoning of 
the tissue-cells, and, secondarily to the latter, 
inflammation, the whole resulting often in atrophy, 
or exceptionally in necrosis. The disease has been 
looked upon as an angio-neurosis, as a cutaneous 
inflammation due to local causes, and as a specific 
inflammation due to micro-organisms. 

As regards the theory that the lesions of lupus 
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erythematosus are caused by toxins conveyed by 
, the blood-vessels, support is gained for this theory 
by the fact that the blood-vessels are the first 
structures to be affected, and the vaso dilatation 
associated with the erythema may be due to the 
direct action of this toxin. Moreover, the affec¬ 
tion is symmetrical. But, if this be the case, what 
determines the site and distribution of the disease, 
and why are the disseminated forms of lupus 
erythematosus so very rare?- Very few cases of 
this variety are ever recorded, and yet the number 
of patients with localised foci of tuberculosis is 
extremely great. Seborrhoea congestiva and rosacea 
! have been held to be the predominant factors in 
; many cases of lupus erythematosus, but it is certain 
as has been shown by Hebra and Kaposi, that 
these affections may exist for years without being 
transformed into lupus erythematosus, nor have 
we any proof that the injection of tuberculin or the 
aborption of tubercular toxins would transform 
I' the one disease into the other. It might be argued 
that the tubercular toxins circulating in the blood 
J would be enabled to attack those blood-vessels 
[ which were already dilated, or whose nutrition was 
| affected by seborrhoea congestiva so that they 
could not eliminate the tubercular toxin. If such 

i 

, toxins could induce erythema and erythrodermia 
they might thus give rise to the erythematous stage 
; of lupus erythematosus. And by summation of 
| such toxin effects the erythematous condition 
| might become permanent or be followed by con- 
I striction and blocking of the vessels, leading to 
deficient nutrition and scar-like atrophy of the 
I affected portions of skin. 

| But such theories must have other support than 
mere supposition, and must stand or fall by the 
demonstration of the presence or absence of tuber¬ 
cular toxins in the patient’s blood or tissues. 
Tubercle bacilli have not been found in the lesions 
of lupus erythematosus, and inoculation experi¬ 
ments have been notoriously unsuccessful. Some 
time ago I investigated the tuberculo-opsonic 
indices of some lupus erythenftatosus cases, and 
published the results in the 4 British Journal of 
Dermatology.’* Put broadly, my conclusions were 
| that in a certain number of cases of lupus erythe- 

# Bunch, “The Question of the Tuberculous Nature of 
j Lupus Erythematosus,” * British Journal of Dermatology,’ 
j December, 1907, p. 411. 
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matosus there is no active tuberculous focus, and 
the lupus lesions do not in themselves constitute 
evidence of the presence of tuberculosis in the 
patient. 

One of these patients was a lad, 20 years, who was 
under observation in University College Hospital for a 
month and died in hospital. He was an acute case of 
lupus erythematosus, but developed pneumonia a fort¬ 
night after admission to hospital. The pneumonia cleared 
up in a week, hut the temperature rose again, and the 
patient became delirious. There was no albumen or sugar 
111 the urine. Acute dilatation of the heart supervened, 
and large doses of strvchnine were administered. Poly¬ 
valent serum was given by the rectum, but did not relieve 
ther symptoms. Blood-cultures were taken, but proved 
negative, so the serum was discontinued. Death took 
place a month after admission from acute cardiac dilata¬ 
tion Post-mortem no signs of tubercle were found any¬ 
where. I estimated his opsonic index to tubercle on 
several occasions, and found it to be within the normal 
limits, but my estimation of his opsonic index to staphy¬ 
lococci showed it to be abnormal, and four days before 
death it was 1G3, probably owing to auto-inoculation. 
The case was of interest from the fact that the patient’s 
opsonic index gave no indication of tubercular infection, 
although it was not at any time during life possible to 
eliminate tuberculosis clinically. On the other hand, his 
index to staphylococci pointed to septicaemia, and this in 
the end was what he died from, no trace of tubercle being 
found post-mortem. 

A case of lupus erythematosus co-existing with 
lupus vulgaris came under treatment in Finger’s 
clinic in 1905. 

The patient was a man, ;et. 27 years, who had a patch 
of lupus erythematosus over the left malar bone the size 
of a crown, and several other patches on the face of 
smaller size. Under treatment these lesions practically 
cleared up, but two years afterwards he presented himself 
again with very similar lesions. An injection of 1 mgrm. 
Koch’s old tuberculin was given, with negative result, 
and the treatment, previously so successful, now had little 
effect. 

Some of the lesions were excised and healed by first 
intention, and patches on the chin and lower lip were 
excised at the same time. It-was decided also to remove 
a larger patch under the left orbit, and this was done, a 
pedunculated skin-graft being cut from the forehead to fill 
the wound. After a fortnight the patient was discharged 
with the wound healed, but a month after the operation he 
was re-admitted with nodules showing in the scar of the 
graft. Tuberculin injection of the same strength as before 
now' gave a positive result. The temperature after the in¬ 
jection was 38*5° C. The nodules were touched with silver 
nitrate and the place X-rayed. 

Histological examination of the patches first excised 
from under the right eye, the chin and the under lip all 
showed thecharacteristic structure of Lupus erythematodes, 
and the patient was shown to the Dermatological Society 
as a case of lupus erythematodes. But examination of 
the patch under the left eye, which was removed and 
grafted, showed, to everyone’s astonishment, the typical 
picture of lupus vulgaris. Giant-cells and round-cell 
infiltration were present, as in other cases of lupus 
vulgaris, but no tubercle bacilli were found. Transitions 
between lupus erythematodes and lupus vulgaris were 
carefully looked for in the sections, but nothing of this 
nature could be discovered. In one case there was always 
the sharp picture of lupus erythematosus, in the other of 
lupus vulgaris. 


In view of the theories which have so often been 
put forward as to the tuberculous nature of lupus 
erythematodes, this case naturally tends to lead to 
discussion whether or not the lupus erythematodes 
lesions were due to tubercular toxins or tubercular 
metabolic substances. But the answer to this may 
perhaps paradoxically lie in the question: “Can 
any one pathological cause give rise to two entirely 
dissimilar pathological processes ?” That lupus 
erythematodes is not a tuberculous process has 
been already slvown by histological examinations, 
by pathological investigations, and by my published 
opsonic observations, and the mere fact of lupus 
erythematodes and lupus vulgaris co existing in 
the same patient does not prove that they are due 
to the same tubercular process. 

Treat hunt. 

While external treatment lias undoubtedly the 
greater effect, certain principles of internal treatment 
must not be neglected in cases of lupus erythema¬ 
tosus. It is important that the patient shall avoid 
anything which tends to cause dilatation of the 
cutaneous vessels, and articles of diet which cause 
flushing of the face, such as alcohol, coffee, rich 
food, and spiced dishes, must be absolutely 
forbidden. Exposure to the sun and wind and 
occupations which involve excessive exertion or 
stooping are inadvisable. Nervous excitement or 
worry has a bad effect on recent cases, and digestive 
troubles of any kind must be suitably treated and 
overcome. In women especially* mild aperients 
are usually necessary. 

The medicines which are prescribed with the 
greatest success are those which tend to bring about 
constriction of the vessejs of the skin, and digitalis, 

! ergotin and ichthyol are perhaps the best of this 
group. But in recent cases I place more faith in 
full doses of quinine. I prefer to begin with doses 
of 4 gr. of the sulphate per day, in order to 
determine whether the patient has any idiosyncrasy 
to quinine. If no such symptoms appear, the dose 
is gradually increased until as much as 40 gr. 
are being given in the course of the day. Other 
drugs, such as salol, salicin and sodium salicylate, 
phosphorus and iodoform have been recommended 
at different times, and arsenic certainly seems to 
suit some of the more chronic cases. 

Of external remedies it is always best to 
j commence with the mildest, especially when there 
i is much hypenemia. In many cases the skin is so 
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extremely irritable that any moderately active 
treatment not only increases the inflammatory 
condition of the patches to which it is applied, but 
also directly induces the development of fresh foci 
of the disease. Such an excessive irritability is 
especially well marked in those cases which show 
well-defined redness'and oedema, and in such 
circumstances it is better to begin with fomenta¬ 
tions of lead lotion, or to paint on a solution of 
equal parts of rectified spirit and ether. The 
solution can be alternated with applications of 
Unna’s paste at night, and a simple powder of 
starch and boracic acid during the day. When the 
patches are more scaly than hypenemic, they should 
be washed at night with warm water, and the scales 
removed with a flannel and a mixture of equal parts 
of sapo viridis and lavender water. After this, the 
following ointment should be applied : Sulph. subl. 
gr. xx, zinci oxidi gr. xx, ung. aquae rosai ad ^j. 
Or a paste such as this: calaminae gr. xl, sulph. 
precip. gr. xx, pulv. amyli, vaseline aa Jss. If the 
sulphur applications cause any inflammation, they 
can be applied every other day alternately with a 
simple oleate of zinc ointment, or a mercury 
plaster-mull, or a zinc-ichthyol-salben-mull can be 
used instead. Ichthyol gelatine or ichthyol oint¬ 
ment (5 to 10 per cent.) sometimes give good 
results when patients do not object to the 
colour. In cases where there is a certain amount 
of hypenemia as well as scaliness, it is of advantage 
to paint the lesions during the day with ordinary 
non-flexible collodion, cleaning it off at night, and 
then applying the following paint: Zinci sulphads, 
potass, sulphurate aa gr. x, spt. vin. 5j, aquae 
rosae ad 3J. 

In more chronic cases of the discoid variety, 
where the disease tends to remain stationary, some¬ 
what active measures are necessary. The scaly 
patches should be firmly rubbed with a flannel on 
which some drops of tincture of green soap have 
been poured and then be painted with pure liquid 
phenol. A superficial scab forms and separates at 
the end of a week, and then the patch should be 
painted again with the phenol solution. This 
method is but slightly painful and gives good 
results. Or, after preliminary rubbing with green 
soap, the patch may be painted with tincture of 
iodine, and this is especially of benefit if combined 
with the internal progressive administration of 
quinine as previously described. 
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A still more active method of treatment is 
painting, with a solution of resorcin in collodion 
of 5-10 per cent, strength, but it is advisable only 
to paint one or two patches at a time, as the 
reaction is sometimes excessive. 

Salicylic acid in collodion (up to 10 per cent.), 
or combined with pyrogallol, in the proportions of 
10 per cent, salicylic acid, 30 per cent, pyrogallol 
and 60 per cent, flexible collodion, acts with 
considerable energy, and must be closely watched. 
The pyrogallol has the disadvantage of turning the 
tissues black, and it may set up a rather intense 
inflammation. 

Resorcin, salicylic acid or pyrogallol can also be 
employed in the form of ointments or plasters, but 
I prefer the collodion paints, as their action can be 
more definitely localised and controlled. With 
such paints, when the resulting reaction is in¬ 
sufficient, the application can be renewed on 
successive days until the desired effect is obtained, 
and then discontinued until the film separates. 

When collodion applications do not suit I find 
the pastes very convenient. Lassar’s paste with a 
drachm of ichthyol to the ounce is excellent, 
except for its colour, or Lassar’s paste with 
30 gr. of resorcin to the ounce, and tinted with 
eosin. A remedy which has given very good 
results is one recommended by Kromayer, called 
‘‘lenigallol,” which may be made up into a paste 
as follows: Lenigallol 10 per cent., sulph. precip. 
20 per cent., pasta zinci 70 per cent. The paste 
is applied daily, and dusted over with a little boric 
powder to form a dry coating on the surface. 

Occasionally in very chronic patches it is of 
advantage to use the galvano-cautery, and in 
hyperajmic forms, liftear scarification. But such 
methods are unsatisfactory, and, in my opinion, 
scarification can usually be replaced with advantage 
by electrolysis, even when the dilated vessels are 
numerous. The galvano-cautery certainly destroys 
the lupus erythematosus lesions, but it necessarily 
produces scarring, and this scarring is frequently 
inferior in texture to that resulting from the disease 
itself. 

A method which has given greatly better results 
in my hands is that of solid carbon dioxide. In 
the case of chronic discoid patches, the disease 
can be effectually cured without pain and with the 
formation of a fine, supple scar, which is practically 
unnoticeable. The carbon dioxide snow is pressed 
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firmly into a mould slightly larger than the lesion 
to be treated, cut to the exact shape of the lesion, 
but allowed to overlap it by one sixteenth of an inch 
all round, and is pressed on firmly for twenty to 
thirty seconds, according to the infiltration of the 
patch. A certain amount of swelling results an 
hour or two afterwards, but even in the neighbour¬ 
hood of the eye this is quite unimportant, and 
rapidly subsides with a dressing of simple zinc 
ointment. The superficial vessels thrombose and 
become filled with granular or hyaline clots, which 
effectually block the lumen of the vessel. This 
method of freezing is not only suitable for chronic 
discoid forms—fourteen cases of which I have 
treated with complete success—but also for the j 
superficial hyperaemic types with prominently 
dilated vessels. For the former cases an applica¬ 
tion of twenty or thirty seconds with firm pressure 
is sufficient; for the latter it is better not to apply 
the snow for more than ten or twenty seconds, 
repeating the application if necessary at the end of 
a fortnight. After such short freezing there is 
little pricking or smarting when the snow is 
removed, but it is only slight in amount and soon 
passes off. 

Another method of treatment, which also gives 
good results in chronic cases, but which is more 
painful, is ionisation by means of copper or zinc 
salts. By means of an ordinary galvanic current 
the electrolytically dissociated ions of the drug are 
made to penetrate the tissue to a depth varying 
with the strength and duration of the current, the 
resistance of the tissues and the substance intro¬ 
duced. Certain local remedies are, in spite of the 
resistance of the skin to absorption, sufficiently 
diffusible to be absorbed however they are applied, : 
but these are readily taken up into the general 
circulation and washed away, while others, such as 
those which coagulate albumen, do not make their 
way into the tissues at all unless forced in by 1 
ionisation. One of the chief advantages of the 
method is that the cells are penetrated as well as 
the intercellular spaces, and are acted upon for an 
appreciable period of time by the ions before their 
diffusion into the fluid bathing the cells. The only 
apparatus necessary for ionisation is a battery 
capable of driving a current pf 35 to 40 milliamperes j 
through the body, with a meter to measure the 
current. If a zinc salt is used, we must employ 
zinc electrodes ; if a copper salt, copper electrodes, j 


! By interposing a rheostat the current from the main 
can of course be used instead of a battery or 
: accumulators. An electrode is taken of sufficient 
size to cover the skin lesion, and between it and 
the skin are interposed six to ten layers of sterilised 
cotton lint soaked in a solution of the salt made up 
with distilled water. The negative electrode must 
be large, and is covered with lint soaked in physio¬ 
logical saline solution, and I have found it most 
convenient to apply it to the patient’s back. The 
current must be turned on very gradually, and again 
diminished very slowly when the treatment is over. 
A preliminary ionisation may be given with cocaine 
to obviate the unpleasantness of the treatment. A 
solution of cocaine hydrochlor. 45 gr., solution 
of adrenalin (1 in 1000) 60 min., sterilised distilled 
water 1 oz., is driven in with a current of 10 
milliamperes per square centimetre for fifteen 
minutes. When the local anaesthesia is complete 
a 2 per cent, solution of copper sulphate is applied 
with a current of 2-3 milliamperes for twenty 
minutes. The lesion turns blue as a result of the 
ionisation, but the colour speedily disappears under 
a simple dressing of boracic ointment. If the 
colour is objected to, a 2 per cent, solution of zinc 
sulphate with a zinc electrode may be used instead, 
and a similar current passed until the whole lesion 
is of a porcelain white colour. An area ^ in. wide 
outside the lupus patch should be included. I 
have used a thorium nitrate solution instead of a 
copper or zinc salt, in some cases characterised by 
marked hyperaemia, with success. 

Some favourable results have been recorded from 
X-ray and high-frequency treatment, but lupus 
erythematosus cases do not benefit as much from 
such treatment as cases of lupus vulgaris. 

September , 25 fh, 1911. 

Treatment of Peritonitis. —Kraft is an advo¬ 
cate of suturing the peritoneum at once after having 
swabbed out all effusion o'r rinsed the cavity clean. 
It is not applicable, of course, with a gangrenous 
process or suppuration in the connective tissue 
below the peritoneum. But when it is possible to 
suture the peritoneum at once, normal peristalsis 
generally starts up again while a drain checks it. 
Active peristalsis promotes absorption of any 
peritoneal effusion and the bowels resume normal 
functioning. —Journ. A . M. A ., vol. lvii, No 10. 
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A LECTURE 

ON 

THE CLINICAL EFFECTS OF 
EXTRAVASATIONS OF BLOOD. 

Delivered at St. Bartholomew’s Hospital. 

By C. B. LOCKWOOD, F.R.C.S., 
Surgeon to the Hospital. 


Gentlemen, —To-day I lecture on the clinical 
effects of haemorrhages in the tissues, cavities and 
organs of the body and into tumours. I scarcely 
know of any subject of such far-reaching import¬ 
ance, and when you have thoroughly grasped it 
you will understand many clinical events which 
otherwise you could not. Moreover, you will be 
in a position to know what course cases are likely 
to pursue, and to arrive at a correct prognosis. 
The effusions of blood to which I am about to 
refer are usually the result of injury. But some are 
caused by the twisting of the pedicles of organs, 
such as the testicle, or of tumours, such as ovarian 
cysts. Haemorrhages also take place into tumours, 
especially into the soft sarcomata, because the 
blood in them is not confined in channels with 
proper walls. As soon as blood has been extrava- 
sated changes begin in the extravasated blood and 
afterwards in the structures around. 

These are accompanied by general constitutional 
symptoms. 

The changes in the blood can be seen when the 
extravasated blood is in the subcutaneous tissue, 
^but can only be inferred when it is underneath 
the deep fascia, within the capsule of a joint, in the 
peritoneal cavity, or in the chest. The changes in 
the blood are very curious. I have often asked : 
Why should the vessels contain a fluid which is 
fluid so long as it is in contact with their endo¬ 
thelial lining, but which clots when it has escaped 
into the tissues or cavities of the body ? It is not 
easy to realise that blood which has escaped from 
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the vessels invariably clots ; but we have frequent | 
opportunities now of seeing the clot in, for instance, 1 
cases of wiring of the patella. In these, when the j 
joint is opened, a clot escapes, and more is seen j 
stuck to the tissues. Perhaps the escape of the j 
clot is followed by a gush of fluid, and I have often | 
wondered whether all the blood has clotted or only ! 
that in contact with the tissues, and whether the 
central part might not remain fluid fora long time, j 
And physiologists have shown that the central | 
part of the blood clots long after the peripheral. ! 
The next change which takes place after the clotting ! 
—and it begins to occur very soon after—is one in j 
the blood-pigments. You know the familiar expres¬ 
sion, “ I was beaten until black and blue and stiff 1 
all over.” The meaning of that is that wherever a ! 
blow fell some blood was extravasated into the | 
cellular tissue. It looks black or blue, because it | 
is not oxygenated. Dark venous blood showing | 
through the white skin looks blue. Then for the 
rest of the saying, “ I was stiff all over,” it means I 
that when the blood has clotted the tissues speedily | 
become inflamed, and movements painful and stiff. | 
Then with regard to the changes in the blood-pig- 
ments. At first the colour is black, blue or purple. * 
But after a few days the colour of the pigment j 
changes to brown or yellow, and passes away into ' 
the absorbent channels. This always seems strange 
to me. So long as the red blood-cells are alive 
and well their haemoglobin remains within them, | 
but as soon as they are dead their haemoglobin j 
escapes. Haemoglobin belongs to the class of j 
bodies called crystalloids, and which have the 
property of passing through animal membranes. 
Now watch a bruise, and in a few days the blood- 
pigment will be seen beyond its original limits, and 1 
reaching into the tissues far and wide. A man I 
with his knee-joint full of blood clot may have 
the blood-pigment reaching down to the ankle and 
up to the hip. The changes in colour from purple 
to brown or yellow are caused by a change in the 
blood-pigment itself. Instead of continuing to 
contain iron, it loses its iron and becomes con¬ 
verted into haematoidin, which is closely allied to 
bilirubin. Haematoidin crystals are not purple or 
red, but brown or deep yellow. So by the time 
the blood-pigment is converted into haematoidin 
the bruise has ceased to be purple and become 
brown or yellow. Go into the wards and study 
these changes. They are a clue to the date of the 


injury, not a perfectly accurate, but not a bad 
clue. A correct knowledge of these changes is of 
medico-legal importance. A life may depend on 
the age of a bruise. 

I now come to the changes which take place in 
the surroundings of extravasated blood clotted in 
the tissues. And first the clot inflames the tissue 
around, be it fat, cellular tissue, bone, fibrous tissue, 
muscle, synovial membrane, serous membrane, 
secreting or excreting organ, nerve or brain. 
The inflammation around the clotted blood can be 
easily watched in the numerous fracture cases ever 
present in our wards. Inasmuch as those with 
fractures seldom die, you will have few opportunities 
of seeing what actually happens when a bone is 
broken. But the state of affairs is the same as 
that which you see so often when broken knee¬ 
caps are wired. The broken end of a bone such 
as the tibia is surrounded by a huge clot spreading 
upwards and downwards in the cellular tissues and 
interstices of the leg. The blood-clot may be seen 
underneath the skin, but if it is beneath the deep 
fascia or withjn a joint the bruising does not 
appear for a long time. The liberated pigment 
takes some time to pass through the capsule of the 
joint or through the deep fascia, but after a time 
that happens. The usual local signs of inflamma¬ 
tion are present wherever there is bruising. The 
limb feels hot, is red, and pits on pressure owing to 
inflammatory oedema. The patient will tell you it is 
painful and also tender. The constitutional signs of 
inflammation will be present, such as a heightened 
temperature, an accelerated pulse, quickened 
respirations, and a leucocytosis. 

A man, now in Kenton, with a broken tibia and 
fibula, had such acute inflammation that serum 
collected in bullae beneath the epidermis, with 
much redness and swelling. Simultaneously the 
temperature rose to ior2° F. and the pulse-rate to 
104. The respirations, too, were 28, and then 
became 24; they are still 20. I have no doubt if the 
blood had been examined there'would have been 
found a large increase in the number of leucocytes. 
We had a very good opportunity of seeing the effects 
of extravasation of blood in a youth who broke his 
left humerus high up, and also some of the upper 
ribs on the same side. After the injury the 
temperature was ioi’2° F., the pulse 124, and the 
respirations 24. He had a haemorrhage into the 
left pleura, and 25 oz. of blood were removed by 
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aspiration, and found to be sterile ; so the general 
signs of inflammation were not caused by an infection 
of the clot. At one time he had a leucocytosis 
amounting to 18,000. The extent of the extra¬ 
vasation of blood is a guide to the degree of 
suffering which it will entail. It is hardly neces¬ 
sary for me to point out that a small clot causes 
less local and constitutional effect than a big one. 
Also the amount of extravasation is a guide to 
the duration of the incapacity or loss of function. 
What troublesome things sprains are ! If asked to 
define a sprain I should say it is a laceration of 
the capsule or of one of the ligaments of a joint, or 
of a muscle or tendon in the neighbourhood of a 
joint, and accompanied with bruising. In examining 
a sprained joint a tender spot will be found, and 
there it may be hot, together with a little swelling 
and oedema. After a time some bruising may 
appear. It is important in all injuries near joints 
to try to find out whether the injury reaches the 
interior of the joint. If it does, then the joint will 
fill with blood, and this will set up the usual 
inflammation with adhesions, causing, perhaps, 
ankylosis. It may be most harmful to anyone’s 
reputation to overlook a fracture into a joint. For 
if the formation of adhesions be not prevented 
by movements and massage the patient may ever 
afterwards have a bad limp, for which he will 
abuse the doctor. 

I have not referred to some of the other changes 
which take place in the blood-clots. The question 
of their organisation may be left out. I am not 
referring to blood-clots contained within blood¬ 
vessels, but to blood-clots in the tissues and cavities 
of the body. All clots are liable to become infected. 
Messrs. Dudgeon and Sargent, in their Erasmus 
Wilson lectures, said that they found Staphylococcus 
albus constantly present in the blood-clots in intra- 
peritoneal haemorrhage. We have made cultures 
from haemorrhages into the knee, and found no 
infection. I have just mentioned one case of haemor¬ 
rhage into the chest in which none was present. 
So probably there is some peculiarity in these intra¬ 
abdominal haemorrhages. I think Messrs. Dudgeon 
and Sargent are right, and that intra-abdominal 
haemorrhages are especially apt to become infected. 
Clots in wounds are certainly very apt to become 
infected. I wonder how many wounds are made 
without the wound itself being infected at the 
time from the atmosphere, or in other ways. A 
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clot in a wound is pernicious. Need I go over 
the events which will follow its appearance? A 
clot will inflame all its surroundings. The inflam¬ 
mation will persist as long as the clot is there. 
The clot, if of any considerable size, may be a 
long time in disappearing. And as long as the 
clot is present, it has a good chance of be¬ 
coming a septic haematoma. The moral of this 
is simple, namely, that during the course of 
surgical operations every drop of haemorrhage 
should be instantly restrained. Haemorrhage 
should not be allowed to go on and infiltrate the 
tissues in the vicinity of the wound, and if there 
is oozing at the end of the operation it should be 
provided for by the introduction of a drainage- 
tube. But drainage-tubes are a peril. Infection 
may spread along their track, and, besides, they 
have other disadvantages. Two similar cases of 
adenoma of the breast were operated upon. The 
first was not drained. A clot formed at the site 
of the operation and caused inflammation, pain, 
tenderness, and some constitutional disturbance. 
The tenderness went on until the clot had 
disappeared. In the next a small drainage-tube 
was used. No clot formed, but at the site of the 
drainage-tube there was some eversion of the skin, 
which took a little lime to heal. 

The effects of blood-clot on the tissues are seen 
when haemorrhage takes place into the peri¬ 
toneal cavity. The abdominal operations in our 
wards give very little trouble and do very well, 
because we take the greatest pains to restrain every 
drop of haemorrhage, and in addition to that we do 
not close the abdomen until all oozing has ceased. 
If we find it impracticable 1 6 stop the oozing, then 
a drainage-tube is put in. Oozing cannot be 
stopped in all cases in which inflamed Fallopian 
tubes have to be torn from their adhesions within 
the pelvis. The minute vessels in these adhe¬ 
sions may go on bleeding for some time, and if 
the blood cannot escape through a drainage-tube 
it collects in the pelvis. The blood will clot and 
inflame all its surroundings, and the clot may 
become septic and lead to disastrous results. 
But haemorrhages appear in the abdomen apart 
from surgery. I went one day to operate upon a 
female for general peritonitis. She had been doing 
some household work—which she need not have 
done—and was suddenly seized with violent 
pain in the abdomen and became collapsed and 
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then distended. The abdomen became tender, 
the temperature went up, and the pulse increased 
in frequency. These symptoms of peritonitis were 
caused by an intra-peritoneal haemorrhage. A small 
ovarian cyst had ruptured and filled the abdomen 
with blood. A burst haematosalpinx has the same 
effects. The inflammation of the peritoneum caused 
by blood-clot might easily be mistaken for a septic 
peritonitis. When the clot is about the right ovary 
and tube an appendicitis is closely simulated. A 
little while ago one caused a tender swelling above 
the right crural arch, and in the right side of *the 
pelvis, with pain, abdominal distension, and a rapid 
pulse. How like an inflammation beginning in 
the appendix, and spreading to its surroundings. 
It differs surgically in that the offending clot can 
be taken away and the inflammation subside forth¬ 
with ; but not the infected tissues around an 
inflamed appendix. 

Haemorrhage is sometimes brought about by 
the twisting of the pedicle of a tumour or of 
an organ. A smooth, slippery ovarian cyst with 
a long pedicle turns itself round inside the 
abdomen. The twist obstructs the thin-walled 
veins of the pedicle, but blood is still poured 
in through the thicker arteries, which do not 
obstruct so easily. Then the vessels of the cyst 
burst and it becomes full of blood. The blood in 
the cyst clots, the cyst inflames ; the inflammation 
spreads to the peritoneum, with the usual clinical 
symptoms. A few days ago I operated upon a 
person who had a large pelvic tumour, and found 
an ovarian cyst inflamed, full of blood, and uni¬ 
versally adherent within the pelvis. When, with 
considerable difficulty* it was removed, we found 
that the pedicle had become twisted. It is curious 
that an ovarian tumour should twist its pedicle 
when in the pelvis. I suppose the twist takes 
place whilst the tumour is in the false pelvis, and 
that it afterwards falls into the true. In another 
instance of the same kind the cyst adherent in the 
pelvis was thought by some to be a malignant 
tumour. Other pedicles get twisted, and bring 
about much the same results. A lady with 
movable kidneys had attacks of vomiting; the 
kidney region became very tender and painful, 
and at the same time blood appeared in the urine. 
Doubtless during these attacks the kidney pedicle 
got bent or twisted, so that the renal veins became 
obstructed, whilst the arteries continued to pour 


blood into the kidneys until some of its thinnest 
vessels gave way. Torsions of the testicle bring 
about the same result. I have seen but few. 
A school-boy had the right testicle in the inguinal 
canal. One day it suddenly slipped down into 
the scrotum, and became acutely inflamed. 

Here is a very rare specimen, which I gave to 
the museum. 

A little girl was supposed to have a strangulated 
inguinal hernia on the right side. There was a 
tender and painful swelling in the inguinal canal 
very like a strangulated hernia, but vomiting, 
distension, and intestinal obstruction were wanting. 
The inguinal canal had in it the right ovary and 
tube which had become twisted on their axis. In 
consequence they were full of extravasated blood 
and acutely inflamed. 

The inflammation caused by the effused blood 
may be intense. A fractured leg may be covered with 
bullae, with redness, swelling, and oedema. What 
is the cause of all this ? And the reply given by 
some is, “ Injury.” But this is not saying very much ! 
The injury would not account for the condition if 
it were not that it filled the tissues with blood. If 
you watch and study and reflect you will ultimately 
agree with me that all these pains and troubles, 
swellings and inflammations and bullae in cases of 
injury only have this much to do with the injury— 
that the injury is the thing which allows the blood 
to become extravasated into the tissues, and 
produces the events to which I have called your 
attention. Effusions of blood into hollow organs, 
such as the urinary bladder, are painful and 
dangerous. The effused blood-clots cannot be 
expelled. Attempts at expulsion are distressing. 
An incision and drainage give relief. 

October 2 nd, 1911 . 

We have received from Messrs. Macmillan & Co., 
Ltd., a copy of ‘A Practical Handbook of the 
Diseases of the Ear, for Senior Students and 
Practitioners,* by Dr. William Milligan and Dr. 
Wyatt Wingrave. In this work special attention 
has been directed to emphasising the value of the 
application of pathological data—shorn as far as 
possible of technicalities—to accurate diagnosis 
and efficient treatment, and to the importance of 
co-operation between the practical surgeon and the 
clinical pathologist. The book also contains a 
short chapter upon those diseases of the nasal 
cavities which have a special bearing upon diseases 
of the ear. 
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ASTHMA.* 


By FRANK J. WETHERED, M.D., F.R.C.P., 

Physician to the Hospital for Consumption and Diseases 
of the Chest, Brompton; Physician with Charge 
of Out-patients at the Middlesex Hospital. 


The word “asthma,” qualified by a descriptive 
adjective, is unfortunately applied to a variety of 
conditions which, although differing in origin, 
present a likeness to one another, owing to the 
fact that all are accompanied by attacks of difficulty 
of breathing, with more or less cough and expec¬ 
toration. This has given rise to a certain amount 
of confusion, which is to be regretted, as tending 
to cause doubt as to the condition which is under 
consideration. I will say at once, then, that for the 
purpose of this lecture I mean by asthma a clinical 
condition characterised by paroxysmal or inter¬ 
mittent dyspnoea, which is usually accompanied 
by cough, bronchial secretion, and a feeling of 
constriction and suffocation. This definition 
includes two forms of asthma, which it is most con¬ 
venient to discuss together, since they are so closely 
allied ; and although typical examples of one or the 
other are common enough, yet in a large number 
of cases doubts may well arise as to which variety they 
must be assigned. These two forms are, first, true 
spasmodic asthma, in which a nervous factor is the 
most marked feature of the disease, other changes 
being in some cases entirely absent, or at any rate 
of only secondary significance. The other form is 
known as bronchial asthma—a variety of the disease 
in which paroxysmal attacks of dyspnoea of the true 
asthmatic type are accompanied by a more or less 
severe bronchial catarrh. 

There is a class of case of this nature to which I 
particularly wish to draw your attention, which is 
especially interesting from the point of view of 
therapeutics. The attack commences with the 
symptoms of a rather acute bronchial catarrh, 
perhaps with a preliminary sore throat. There may 
be a sense of chilliness or a slight rigor. The 
physical signs of bronchitis present themselves with 
a rise of temperature, rising occasionally to io 3°F. 
The febrile condition lasts for some days, and 
the dyspnoea is more or less continuous, being always 
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aggravated at night. The cough is often severe, 
and the expectoration tenacious and difficult to 
expel. This form of asthma is of an infective 
nature, for on examination of the sputum large 
numbers of micro-organisms are often present, 
especially the pneumococcus. I shall refer to the 
treatment of this variety later on. 

The definition of asthma, which I have given 
above, does not include other forms of dyspnoea, 
sometimes described under the term “asthma,” 
namely, dyspnoea accompanying heart disease, fre¬ 
quently, unfortunately, called cardiac asthma; nor 
that associated with kidney disease, and called 
renal asthma; the symptoms and treatment of 
these conditions are more properly considered 
under disease of the organs which give rise to them. 

The symptoms of an attack of spasmodic or 
bronchial asthma are well-known to you, and I 
need not now describe them. A few words may 
however, be said in reference to the physical signs 
during the spasm. When a patient is suffering 
from an attack of asthma, the difficulty lies not in 
the inspiration, but in expiration. The former, 
namely, inspiration, is short and jerky, but the 
expiration is very prolonged ; in fact, the chest is 
fixed in a position of extreme inspiratory disten¬ 
sion. On examination the percussion note is found 
to be hyper-resonant, the areas of cardiac and 
hepatic dulness being encroached upon, or perhaps 
altogether absent. On auscultation the chief 
feature is an almost complete absence of respiratory 
murmur. The whole chest, indeed, seems to make 
very violent excursions or plunges, but there is no 
corresponding inspiratory wave when listened 
to with the stethoscope. Adventitious sounds 
—rhonchi, sibilant and sonorous—are usually 
numerous, but the peculiar feature about them is 
that they are extremely variable in their duration. 

Such are the signs during a paroxysm of asthma. 
Between the attacks of dyspnoea the physical signs 
vary with the variety of asthma. If the variety be 
truly spasmodic the breath-sounds in the intervals 
are quite normal. If the case be one of bronchial 
the usual signs of bronchitis are heard, generally 
accompanied by those of emphysema, and they 
last in a greater or less degree of intensity for long 
periods of time—days or weeks—and numerous 
adventitious sounds, rales and rhonchi are heard 
over both sides of the chest; they are not fleeting 
as in typical attacks of spasmodic asthma. In 
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cases of this kind there often exists what I am j 
accustomed to call the “complaining chest.” j 
Loud rough sounds are heard, and one cannot help | 
thinking when listening to such a chest that it I 
appears to be groaning and straining, and protesting 
loudly against the difficulty which it has in carrying 
on its duties. As the attack subsides, expectoration 
generally begins. In spasmodic asthma the expec¬ 
toration first takes the form of small pellets of 
mucus, something like tapioca, as Salter described 
them. After these are thrown up the sputum 
becomes more and more copious, then frothy and 
thin, and subsequently the attack soon subsides. 
Considerable relief is usually experienced as soon 
as the sputum becomes copious. On looking at 
the sputum it is not very characteristic, nor is it so 
under the microscope in a case of true bronchial 
asthma. But in the spasmodic form will be found 
some characteristic ingredients. If small portions 
are placed under the microscope for examination 
in the usual way, without staining, there will be 
found a large number of various forms of epithelium 
—pavement-cells being especially numerous. Also 
what are known as Curschmann’s spirals. With a 
half-inch lens a bright, highly refracting spiral is 
seen, and surrounding it is a mesh formed chiefly 
of epithelial tissue. Occasionally only a central 
thread is seen, and occasionally the sheath is found 
without any central thread. Other characteristic 
bodies found in asthmatic sputum are the Charcot- 
Leyden crystals. They have sharp angles, and 
sometimes exist in very large numbers. 

It has been pointed out by Dr. Goodhart and 
others that the clinical history of spasmodic asthma 
is by no means completed by the dyspnoeic attack. 
There are other irregular states that are no less part 
of the disease, though they are not always recognised 
as such. There may be brow ague, coryza, or a 
more or less general disagreeable stuffiness of the 
respiratory tract, sometimes known under the term 
of “hay asthma.” Paroxysmal sneezing is another 
way in which the respiratory tract explodes. This 
sneezing either accompanies or replaces the 
asthmatic paroxysms. In reference to these 
sneezing paroxysms, it is interesting to note some 
observations of Dr. Lazarus. He has demonstrated 
a certain relationship between the nasal mucous 
membrane and the bronchial muscles, so that by 
the application of weak electrical currents to the 
nasal mucous membrane he was able to register a 


distinct increase in the intra-bronchial pressure. 
Several observers have reported the relief of asthma 
by the removal of nasal polypi, nasal spurs or 
ridges, septal irregularities, or hypersensitive areas 
over the upper part of the septum. In others 
hypertrophy of the erectile tissue over the turbinals 
is present. In 500 cases of asthma reported by 
Lubinski, some morbid condition was found in 
the nose in 29 per cent; in 402 reported by 
Dr. A. Francis, in 14 per cent. Such nasal 
abnormalities exist, however, in a large number of 
people without giving rise to asthma. 

With regard to aetiology of asthma I shall only 
say a few words. It is usually stated that asthma 
occurs twice as frequently in men as in women. 
As regards age I may make a few remarks, because 
it is a commonly received opinion that asthma is a 
disease of adult life. As a matter of fact, in a 
large number of the cases the disease takes origin 
in the first ten years of life, more at that age than 
at any other decade. According to Salter 31 per 
cent, of the cases originate during the first ten 
years of life, and in this connection paroxysmal 
bronchitis of infants and young children should be 
mentioned. Salter relates two cases of asthma 
occurring in infants of fourteen and twenty-eight 
days. I have myself seen a well-marked case of 
spasmodic asthma in a child eight months old, and 
children of from eight to fourteen years of age 
occasionally attend the Brompton Hospital for the 
same trouble. Dr. Goodhart believes that in 
infancy asthma shows itself more as a bronchitis so 
far as the physical signs go. It comes on with 
suddenness, and is most usually associated with 
fever, generally attributed by relatives to chill, but 
there are reasons for thinking that it owns a much 
greater variety of causes, such as over-excitement, 
errors of diet, dentition, and so on. I am inclined 
to believe that on further examination many of 
these cases would be found to be suffering from an 
infection, probably the pneumococcus. Not only 
does it come on with great suddenness, but it clears 
up with remarkable celerity and certainty, and 
often leaves the child no worse than it was before 
the attack. The danger of these attacks in young 
children lies in the likelihood of the child’s life 
being spoilt by the attentions of too anxious 
persons. In many of these cases the child is 
muffled up, and never allowed to go out when the 
air is cold, or when it is damp, but it is kept in 
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one room, often with a bronchitis kettle on the 
fire. Perhaps the attack is warded off for some 
months, and then the case is triumphantly produced 
as an instance of cure by watchful care. But directly 
such a child gets into the air it is likely to have 
another attack. The remarks of Dr. Goodhartand 
I)r. Sprigge in Sir Clifford Allbutt’s and Dr. 
Rolleston’s ‘System of Medicine’are particularly 
worthy of study on this matter. I will quote a 
passage : “ At first, perhaps, the child had the 
whole house to roam about in, but as the ‘colds’ 
recur it is confined to one room with a south 
aspect; and yet things do not mend. So the doors 
of the room are carefully screened, the windows 
perhaps pasted up, and still the success being not 
all that can be desired, extra clothing may be piled 
on. And ultimately the doctor finds somewhere 
hidden under this heap of precautions a pale, 
moist, flabby, steamy thing, with big eyes, thin 
cheeks, protruding ribs, and a more or less general 
bronchitis.” Dr. Goodhart and Dr. Sprigge state 
that the attacks in children which lam considering 
occur in a particular class of children—children 
that give conspicuous evidence either of coming of 
a nervous stock or of nervousness and excitability 
in themselves. They show that the whole history 
of these cases is explosive and nervous, and they 
suggest that in the early history of the child’s life 
the ribs and other parts of the respiratory apparatus 
are not sufficiently developed to produce asthma 
as we expect to see it; so that the mode of the 
disease is atelectatic or bronchitic. Asthma, in 
its ordinary manifestations, requires certain con¬ 
ditions of respiratory power, which, in all probability, 
the thoracic walls do not readily supply at that 
early period. I am not aware whether or no 
the bacteriology of this condition in children has 
been thoroughly investigated, but it would make 
an interesting field for research. 

As regards the influence of heredity, authorities 
differ in opinion considerably. The experience I 
have had at the Brompton Hospital leads me to lay 
no stress on this point. But an asthmatic is often 
found to, come of a neurotic stock, and in other 
members of the family may be found epilepsy, 
migraine, neuralgia, neurasthenia, and so on. , 

The influence that produces a paroxysm may be 
either central or peripheral. It is important to try 
and ascertain this factor if possible in each 
individual. Every asthmatic is a law unto himself, 


j which renders treatment most difficult, but if the 
i cause that evokes an attack can be determined, a 
great advantage will be obtained. Given a certain 
I sensitiveness of the nervous centres, many things 
seem capable of producing a paroxysm. Amongst 
, the central causes may be mentioned certain 
emotional states, or some unusual excitement or 
shock, or over-fatigue of mind or body. The 
possible peripheral causes are very numerous. 
Sir J. Kingston Fowler’s classification is a good 
I one. He divides them into nasal, dental, bronchial, 
gastro-intestinal, uterine, cutaneous or pneumo- 
; gastric. I have already discussed the nasal 
i conditions which may be associated with asthma, 

* but add that it is well known that certain odours and 
j scents will produce an attack in some individuals, 

I and some extraordinary instances present them- 
I selves. One individual was afraid to brush his 
I own coat; another invariably had an attack when 
there was a cat in the room. Dental causes are 
| probably most frequently operative in child? en. 

Another form of attack closely associated with 
I asthmatic paroxysms in connection with dentition 
is the intense nasal catarrh which sometimes 
: accompanies the eruption of each tooth. 

The bronchial mucous membrane is, of course, 
i the most frequent stimulus. And here the 
' influence of climate and locality plays a potent 
part. I shall speak later of climate and health 
j resorts, and probably instances of peculiarities in 
this respect are familiar to you all. I know 
I several people who are never free unless they are 
I living in London, and others suffer terribly in 
London, whilst in the country they are free. 

| Gastro-intestinal affections are very likely to 
1 produce attacks of asthma. These affections may 
i be flatulence, constipation, and especially scybalous 
I distension of the rectum. Under these circum- 
I stances the asthma is sometimes called peptic. 

Uterine disorders may also be the starting cause 
of a paroxysm by acting as a reflex stimulus. 

| Under the heading of “cutaneous” cause 
i Sir James Fowler mentions cold applied to the 
surface, particularly to the feet or insteps, and the 
disappearance of cutaneous eruptions may also be 
mentioned under this head, more especially 
urticaria. 

1 Pressure on the pneumograstric may produce the 
attacks, and this is said to be particularly the case 
in children, on account of enlarged glands, or an 
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exostosis growing from the vertebra has been known 
to produce the disease. 

I do not propose this afternoon to discuss the 
pathology of the disease. The asthmatic paroxysm 
has been attributed to numerous conditions by 
various authorities. Amongst them may be men¬ 
tioned spasm of the bronchi, spasm of the 
diaphragm, spasm of the inspiratory muscles, 
paralysis of the bronchial muscles leading to loss 
of expiratory power, fluxionary hyperaemia of the 
bronchial mucous membrane, or congestion from 
extrinsic reflex causes, or vaso-motor neurosis 
leading to transitory hyperaemia, analogous to 
urticaria, spasm of arterioles and dropsical 
swelling or acute catarrh of the mucous membrane, 
and specific microbic inflammation of the bronchial 
tract, or the effect produced by toxins. In 
reviewing the various arguments which have been 
brought forward in favour of the different views 
that have been advanced, one is forced to the con¬ 
clusion that there are several factors at work, the 
most powerful and constant of which is a nervous 
one, producing muscular spasm of the small bronchi 
and rapid tumefaction of the mucous membrane 
of the bronchi. The rapidity with which the 
blood-vessels all over the surface of the body may 
dilate under vaso-motor influence is illustrated by 
the phenomenon of blushing, and if the possibility of 
a local vaso-motor paresis be admitted, it is con¬ 
ceivable that such a condition may occur in the 
mucous membrane of the respiratory tract. 

A few words are necessary as regards the state 
of the lungs in asthma. I have already said that 
they are in a state of constant distension. This 
condition is due to several causes. First, the 
bronchial obstruction by spasm induces inspiratory 
effort. Secondly, the entering air passes the 
obstruction with difficulty, but the gradually 
increasing prolongation and force of the expiratory 
act shows that the air meets with still greater 
difficulty in escaping from the lungs. Thirdly, 
expiration, although prolonged, is not sufficient to 
equalise the quantity of air which enters and 
leaves the chest. A fractional addition is therefore 
made to the residual air by each completed act of 
respiration, and in time the lungs become over¬ 
distended. This condition gives rise to the well- 
known configuration of the chronic asthmatic. 

As regards diagnosis, there is, as a rule, little 
difficulty in coming to a conclusion. Owing to the 


cardiac dilatation produced by the respiratory 
distress cardiac dyspnoea may play a part in the 
production of the symptoms. A hasty decision 
may lead asthma to be mistaken for aneurysm, 
tumours, and obstructive diseases of the air- 
passages. Pneumothorax is another condition 
which somewhat resembles asthma. 

I now come to speak of treatment. There is 
perhaps no disease in which so many remedies 
have been tried as in asthma, but I shall only con¬ 
sider those of which I have had personal experience. 

It is convenient to divide the therapeutic 
measures used in this disease into two headings— 
the treatment between the paroxysms, and the 
treatment during the attacks. 

First, in regard to the means to be taken to ward 
off the attacks, or what may be called preventive 
treatment. This is a very difficult matter, and 
often an unsatisfactory one, because it depends not 
only on the doctor’s orders, but also on what the 
patient can do and what he cannot do. It is not 
a matter of taking so many bottles of medicine; it 
concerns the whole manner of life of the patient, 
where he can live, and what he eats and drinks. 
Unfortunately the paroxysm is so distressing that 
almost always the relief of it usurps the first place. 
The patient lives in constant dread of an attack, 
and thus the treatment of the disease too often 
becomes a repeated sacrifice to the paroxysm. 
The patient drags along, thankful for the small 
interval of freedom from his troubles, and easy in 
mind if he can carry in his pocket, or in a small 
wooden box, a remedy which will give him relief 
when dyspnoea threatens. 

With regard to drugs that may help to prevent an 
attack, in the purely spasmodic form I give first 
place to iodide of potassium and arsenic. These 
drugs may be given separately or together, the 
arsenic as liq. arsenicalis, mjj to i?|v, and iodide 
of potassium in doses of from V\v to n^xv. Both 
drugs should occasionally be omitted for a few days, 
and resumed if required. Quinine may also be 
tried, but personally I have not seen much 
success with this drug. I sometimes gives stro- 
phanthus with the arsenic and iodide of potassium if 
there are signs of heart weakness. I never press this 
drug, however, for in large doses serious symptoms 
may arise. Another drug which is frequently given 
is stramonium; it must be administered with 
caution, as it is a cardiac depressant. 
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For bronchial asthma rather different treatment 
is necessary. In the intervals between the attacks 
drugs proper to bronchitis must be employed. 
Iodide of potassium is again useful, as is also the 
ethereated tincture of lobelia. 

In the majority of instances drug treatment will 
be found of little avail, and other measures have to 
be adopted. A suitable climate is the first 
essential; but where any particular patient may 
live it is almost impossible to say. The only way 
is to tell each patient that he must find out by 
experience where he can live most comfortably. 

In this respect especially every patient is a law 
unto himself. It is, I think, an accepted fact that 
the majority of asthmatics do better in a large 
town than in the country. Others, on the contrary, 
never seem well when they are in a town, but 
are only free when they can live an open-air life in 
the country. Some patients are never well unless 
they are near or on the sea, others have an attack 
directly they get near the sea, others thrive only 
when they are in a hilly country, and so on. Now, 
most extraordinary differences will be found in this 
respect. Although so many asthmatics do well in 
a large town, yet it sometimes depends on the 
part of the town in which they live. In London 
the Holborn district seems especially favourable. 
A patient whom I watched for some time lived in 
Yorkshire. There he had frequent attacks; but 
when he came to London and lived in a certain 
hotel in the Holborn district the paroxysms passed 
off. On one occasion he tried a nursing home in 
the Cavendish Square district, but on the second 
day the attacks again asserted themselves, and he 
had to return to the hotel. I will mention one 
other case. A young American had been sent to 
Mont Dore for treatment, and greatly improved 
there. He came to London, and whilst at the 
hotel continued perfectly well. He then went into 
the country, and at once the asthma returned. He 
came back to London, and agSin obtained relief. 
Therefore it is important when we are asked by an 
asthmatic where he or she can live, we must advise 
them to try a place for two or three months before 
making any permanent plans. There are many 
places in this country and abroad which have a 
reputation as resorts for asthma. In England, more 
particularly in the winter months, I am accus¬ 
tomed to recommend patients to try Bournemouth, 
Ascot, Aldershot, or Weybridge. These localities 


answer best for spasmodic asthma. For those who 
suffer from the bronchitic form I believe Torquay 
to be satisfactory. Abroad, various places in the 
south of Europe, also Pau and Algiers, are good 
places. But again I would utter the warning, that 
in mentioning these places I speak only for the 
majority of patients. Certain individuals cannot 
live at all in those resorts. I had an interesting 
experience of this kind. I was examining a man for 
life insurance. He informed me that when he was 
a young man he suffered severely from asthma, but 
the attacks gradually passed off, and he was free 
from the disease for ten years. He then had 
occasion to go to Algiers. The asthma at once 
returned, and continued the whole time he was 
there, but on his return to England he again 
became free. I have already mentioned Mont 
Dore as a favoured resort, and some of the alpine 
places are also suitable, notably St. Moritz or the 
Engadine. 

I wish now to draw your attention to another 
form of treatment, namely by compressed air and 
sprays. This form of therapeutics is practised much 
more extensively abroad than in this country. 
There is, however, a compressed air bath at the 
Brompton Hospital, and from a considerable 
experience I can speak in favourable terms of the 
results. As constructed at Brompton it consists of 
a large metal chamber, capable of comfortably 
seating four patients. Air is forced in by means 
of an engine, first passing through a receiver con¬ 
taining layers of cotton-wool for purposes of 
filtration. A “ bath ” occupies two hours. Half- 
an-hour is required to slowly raise the pressure to 
the full height required. This is maintained for 
one hour, and during the remaining half-hour the 
pressure is reduced to the normal. For asthma 
the added pressure is equal to 9 lb. above the 
mean atmospheric pressure. When the pressure 
is increasing an uncomfortable sensation is some¬ 
times felt, chiefly in the ears and throat, but on 
swallowing a little water this disappears. In 
the majority of cases the patients state that 
the breathing is much easier whilst they are in the 
bath, and after a few baths the effect is more lasting, 
so that after about twelve baths have been taken 
considerable improvement is experienced. The 
baths are best given at first twice a week until four 
have been taken, then three times a week until ten 
have been taken, and they may then be administered 
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every other day. Twelve may be regarded as the 
minimum number required to produce a definite I 
effect, whilst it is desirable to give twenty, or even ; 
more. In many instances the beneficial results j 
have apparently been permanent ; at any rate, the 1 
paroxysms of dyspnoea have not returned. In others { 
the relief experienced was so great that a second 
and third course was asked for at considerable ; 
intervals of time. 

At some of the continental resorts the com¬ 
pressed air baths are much larger. At Dr. Dietz’s 
establishment at Kissingen, in Bavaria, one of the 
baths holds twenty patients, and is suitably fitted up 
as a sitting-room. Certain observers have suggested 
that expiration in rarifiedair should give relief, and 
various forms of apparatus have been constructed 
with this object. A “pneumatic cabinet” was 
tried at the Brompton Hospital, but without 
4 efinite effects. Dr. Dietz has had constructed 
in connection with one of his compressed air 
baths an arrangement of tubes by which a patient 
surrounded by air at an increased pressure can 
expire into the atmosphere surrounding a bath, and 
claims considerable success by this method. 

The exact explanation of the beneficial results of 
compressed air is difficult to formulate. Sir J. I 
Kingston Fowler suggests that the condensed air j 
penetrates parts of the lungs which have been long ! 
unused in respiration, and in which air has been, 
so to speak, imprisoned at a high tension ; the ! 
escape of this air is facilitated and contraction of 
the lung follows. 

Spray chambers have been recommended for the 
relief of asthma. At the establishment at Kissingen, j 
referred to above, large rooms are set apart in 
which an elaborate apparatus is provided by means 
of which the natural Soole water of Kissingen is 
thrown into a very fine spray, so that the atmosphere 
of the whole room is impregnated with it. The ! 
main constituent of the water is common salt, and 
to it is added other volatile medicaments. Patients 
remain in this atmosphere for two hours, so that | 
there is every chance for the vapour to penetrate 
the lungs. 

Another most important part of the treatment of 
asthma is the regulation of diet. The food taken 
by the patient must be carefully regulated, and the 
digestive functions put in order as far as possible. 
The drugs taken for the relief of the disease, 
stramonium for example, are liable to upset 


digestion, and thus add to the patient’s difficulties. 
One of the chief conditions is that the principal 
meal should be taken in the middle of the day. It 
is a great mistake for a heavy meal to be taken in 
the evening. I prefer good, plain, light food in 
moderate quantity, and eaten slowly. It may be 
necessary, especially in children, to exercise some 
caution in regard to sweet things, such as fruit and 
jam. Needless to say, the bowels must be kept 
qpen regularly. 

Next as regards the treatment of the paroxysm. 1 
I find it a good plan to order a mixture containing I 
ten minims of the liquid extract of grindelia with I 
half a drachm of the liquid extract of liquorice, to 1 
be taken directly an attack threatens; in many 1 
cases the full attack is prevented. An asthmatic I 
will grasp at anything that will give relief, hence all 
remedies have to be given with caution, as nearly 
all of them have a strong depressing action on the 
heart. Stramonium, in some form, is the favourite » 
remedy. A good formula is: Stramonium leaves, 
4drm.; aniseed fruit, 2 drm. ; nitrate of potassium, 

! 2 drm.; tobacco leaves, 5 gr. As much as will 
go on a shilling is put on to a plate and ignited, 
and the fumes are inhaled through an inverted 
funnel or a cone made of stout paper. I have 
seen alarming effects ensue when this remedy is 
pushed. Morphia (£ gr.) gives speedy relief, 
but needless to say the drug should never be left 
in the hands of the patient, but should always be 
administered by the doctor himself. The addition 
of atropine is sometimes recommended. Chloro¬ 
form is also employed, but naturally must be given 
with caution. The inhalation of oxygen is especially 
useful in the bronchitic form. 

Various vapours are also‘employed. What is j 
known as “Tucker’s cure” contains cocaine, I 
atropine and nitrate of potassium. I 

I have already referred to that form of asthma 
which is accompanied by fever, and in which the 
pneumococcus is found in the sputum. Encouraging 
reports are being received as the results of treat¬ 
ment by an autogenous vaccine. I have had two j 
cases recently under my own observation, a vaccine 
having been prepared by Dr. A. C. Inman, Super- j 
intendent of the Brompton Laboratories. The 
relief of the dyspnoea and the general improvement 
were most marked, and doubtless this method of 
treatment will be widely employed in the future. 

October 2nd , 1911. 
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MEDICAL HYDROLOGY IN RELATION TO 
THE TREATMENT OF NERVOUS 
DISORDERS.* 

By R. FORTESCUE FOX, M.D., M.R.C.P. 


Medical hydrology has to do with the action of 
water and waters upon the human .economy. 
Although we are not aquatic animals, it is never¬ 
theless true that as respects the human body water 
is a chief vehicle or medium of physical and 
chemical energy. By means of water we are 
brought into contact with a wide range of chemical 
and physical actions. Owing to our anatomical 
constitution these relations with water are both 
internal and external to the body. 

Employed, internally, waters may be said to 
have primarily a surface action on the mucous 
membranes, and secondly, in consequence of their 
absorption, a remote action in the tissues. As 
Dr. Ringrose Gore has lately pointed out, certain 
saline waters, when properly taken by the mouth, 
effect a lavage of the gastro-duodenal mucous 
membranes, similar to the lavage often prescribed 
for the colon, the vagina, or the cavities of the nose 
and throat. The mucous membranes of the 
respiratory tract are accessible to waters in a 
pulverised or vaporised condition. 

Applied externally to the body, waters act 
immediately on the peripheral nervous expansion. 
Apart from its other functions, the skin may be 
regarded as a great nervous end-organ, the most 
extensive in the body, and the most open to 
impressions. It is believed that the chief action 
of baths, of whatever kind, including the effects of 
temperature, pressure, mechanical stimulation and 
chemical and electrical action, is exerted directly 
upon the nervous system through its cutaneous 
ramifications. It is true that in certain baths 
absorption of the ingredients may take place, and 
there is also in all baths a local effect upon the 
cuticle due to moisture and chemical action. 

Medical hydrology deals with the physical and 
chemical constitution of waters, and with their 
various medical properties and uses, whether in 
the form of baths or taken internally. And since 
the less is included in the greater, it is obvious 

* Delivered before the Herefordshire and Gloucester¬ 
shire Branch of the British Medical Association. 


that this science must include the study of sweet 
water in its influence upon the human body, that 
] is to say, the laws and the medical properties of 
1 water acting as a vehicle of energy. The treatment 
by means of sweet water has long been known as 
hydrotherapy . The treatment ^by means of the 
medicinal spring, however applied, has been lately 
called by the French crenotherapy (from Krene a 
source), and forms the chief part of what in common 
I parlance is known as “Spa treatment.” 

Both hydrotherapy and the therapy of the 
| medicinal spring are included in the one science 
1 and art of medical hydrology. 

| Hydrological treatment is therefore, to a great 
extent, a surface treatment . It has for its object 

i and rationale to bring chemical and thermal and 
I other physical forces into contact with the organism. 

1 When one considers that the means by which this 
contact is established is a vast sensory mechanism, 

| co-extensive with the body and in direct connection 
with the nerve centres, it does not seem difficult 
to believe that baths may exert a profound effect 
upon diseased conditions of the nervous system. 
u We are in a position,” says Professor Winternitz, 
the veteran apostle of hydrotherapy at Vienna, 
“ by means of baths to heighten innervation, to 
lower, abolish or alter it, and this at the point of 
; application, in the central organs and by reflexion 
| in the varied motor and vaso motor tracts.” He 
1 adds, “thermal applications are therefore indicated 
! when innervation requires to be strengthened, 
suspended or altered.” I venture to say that a 
study of the practical application of baths in nervous 
disease goes far to justify this large claim of 
Winternitz. Before calling any data in evidence, 
j I may be allowed to remind you of certain general 
facts in regard to the action of baths, and also in 
regard to the nature of the functional disturbance 
; in nervous disorders. 

! The condition of functional disturbance un¬ 
doubtedly varies from time to time. It must vary 
with the phase of the complaint—whether incipient, 
acute, recurrent, chronic, or in an atrophic or 
negative phase. The presence or absence of gross 
organic lesion does not materially alter these facts. 

From the point of view of treatment, we have to 
recognise conditions of irritability, conditions of 
exhaustion, and conditions of atony. These condi¬ 
tions may be variously combined* and alternated. 
For example, the atony of one part of the nervous 
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system may be associated with the over-action of 
another, and nervous erythism soon induces exhaus¬ 
tion. On the whole, in every case, at any given time, 
the balance of the functional condition inclines 
towards irritability or atony. This fact is of 
cardinal importance in hydrological treatment. 

With reference to the action of baths in nervous 
disease, we have to bear in mind what has been 
ascertained of the laws of thermal stimulation. 
At a certain point of temperature, at or near the 
average temperture of the skin, say 93 0 F., baths 
have no thermal action, and production and loss 
of heat by the body are unaffected. This is the 
point of “ thermal indifference ” for water. Above 
and below this point we have a certain range of 
possible plus and minus thermal applications. On 
the minus side they extend from ice-cold water 
upwards. Temperatures ranging from 80 to 98° F. 
may be conveniently designated sub-thermal , and, 
as we shall presently see, have a very important 
clinical application. Above the point of thermal 
indifference we have the plus applications, and it 
is convenient to speak of these as thermal when 
they range from 98° to 105° F. and hyper-thermal 
from io 5°F. upwards to the limit of toleration, say 
1250 F. 

The point of thermal indifference varies in 
different individuals and at different times in the 
same individual and in the same illness. The 
importance of slight differences in the heat and 
duration of thermal applications is hardly sufficiently 
realised. Baths differing 1, 2, or a few degrees in 
temperature, plus or minus to the point of 
indifference, produce sometimes widely different 
effects upon the nerve centres. The matter is 
further complicated because the action of a bath 
at any degree of temperature is followed by a 
reaction in the contrary sense, for example, cool 
baths cause a protective contraction of the peri¬ 
pheral vessels with increase of vaso-motor tone 
and rise of blood-pressure. The hearts action 
is increased and slowed, and both the loss and 
production of heat are augmented. After a time 
the reaction sets in. The increase of combustion 
and heat-produqtion is balanced by a return of 
circulation to the skin, and the subjective sense of 
chilliness gives place to one of warmth. The whole 
effect of the bath will depend upon the duration 
and intensity of the action or stimulus, and of 
course upon the integrity of the power of reaction , 


which is, clinically, a very important matter. So 
also in the case of plus thermal applications, their 
first action is to prevent the loss of heat, and to 
cause its accumulation in the body. A temporary 
artificial fever is produced with more or less 
excitement of the circulation and lowering of vaso¬ 
motor tone and blood pressure. If the action is 
too prolonged or too often repeated, the vaso-motor 
tone is permanently lowered and a condition of 
“ thermal debility,” with enfeeblement of the nerve 
centres and heart will result. 

Both plus and minus thermal baths are powerful 
nervine stimulants, if suitably adjusted in respect 
to their intensity and duration. There is, however, 
one remarkable difference in their modus operands 
Cold usually operates medically on the body by 
the reaction it produces, but heat by its primary 
and immediate action . It is therefore of the 
greatest practical importance that the reaction to 
cold should by every means be favoured and pro¬ 
moted, while the late effects or reaction of heat 
should be as carefully avoided. In practice we 
have a very long range of temperature, plus and 
minus to the body, within which in health brief 
applications of heat are entirely stimulant. In 
disease this range is much abbreviated; neverthe¬ 
less plus or minus stimulants, and especially plus 
followed by minus, are applicable to many con¬ 
ditions of great weakness and debility. 

Another action of baths of great importance in 
nervous affections takes place at certain sub-thermal 
temperatures. We have already seen that in baths 
at about skin heat no marked action or reaction 
takes place. In these baths the heart is slowed, 
the peripheral circulation promoted and equalised, 
and a massive and equable impression of tempera¬ 
ture and moisture replaces a multitude of varying 
cutaneous sensations. The whole effect is power¬ 
fully sedative, and the sub-thermal bath, unlike 
those of more extreme temperatures, can be con¬ 
tinued for an indefinite period of time without any 
fear of reaction or resulting debility. I should 
wish to emphasise the fact that baths within a 
certain narrow range of temperature, of which the 
upper limit is well below blood heat and the lower 
limit not far below the temperature of the skin, 
have a marked sedative action upon the nervous 
system. This fact is of great importance in practical 
medicine, since the sedative action is exerted not 
only upon the peripheral and central nervous 
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systems, but through them upon the circulation j 
and the general nutrition. 

Our hydro-therapeutic arms in dealing with 
nervous affections are therefore, first of all, the 
plus and minus thermal applications of a stimulant 
nature, acting directly and indirectly and extending 
over a wide range of temperature, and secondly, the 
equally important subthermal baths confined 
within the narrow range that lies between the heat 
of the blood and that of the skin. 

The various other forms of hydrological treatment 
that are applicable to nervous affections, will be 
incidentally referred to under particular cases. 
Many different spas and climatic resorts are of 
great value in nervous cases, but apart from the 
health resort, there is a great deal that can and 
should be done by means of baths and similar 
applications. Very often it is inadvisable for 
various reasons that the patient should leave his 
own home and the care of his medical adviser. 
Stimulant and sedative baths in different forms 
can be given at any place which is provided with 
simple hydrotherapeutic appliances and a sufficient 
supply of hot and cold water, and of course the 
services of trained attendants. It is truly surprising ; 
that so few towns in England afford facilities for 
the practice of scientific hydrotherapy by medical 
practitioners. In a recent course of lectures I 
have endeavoured to put forward a plea for this 
practice in Britain, and have contrasted the com¬ 
parative neglect of modern hydrotherapy by the 
great body of the profession in this country with its 
systematic study and practice in nearly all other 
civilised countries. The installation of suitable ! 
medical baths and douches presents no insuperable 
difficulty in any of our cities, and would open up 
new and unexpected possibilities in the treatment 
both of acute and chronic disease by the general 
practitioner. 

The following are among the nervous affections 
that are favourably affected by various forms of 
hydrotherapy and spa treatment: 

(1) Hysteria and Hypochondriasis . 

Tonic or sedative hydrotherapy according to the 
indications may be employed with much advantage 
in hysteria and hypochondriasis. In these con¬ 
ditions, as a rule, some particular physical impression 
has become habitual and exaggerated, and therefore 
morbid. The plus and minus thermal baths, the 


| alternating douche, the long-continued subthermal 
bath, flowing at a constant temperature, and, in 
cases of great debility, the hot or cold pack, are all 
forms of hydrotherapy which make a powerful 
impression through the skin upon the nerve centres. 
It is by repeated impressions of this kind in a great 
many of our cases that the habitual morbid sensa¬ 
tion may be overcome, on the principle that two 
things cannot occupy the same space. It would 
be well if we could sometimes add an even more 
vigorous surface treatment, such as that employed 
by the Fins and Laplanders in their hot air and 
vapour baths. In these the bather is thoroughly 
well switched with birch twigs in order to develop 
a good reaction, and when scarlet with the effect of 
the heat and switching is made to plunge into 
snow or ice-cold water. We must admit that there 
are cases in which, perhaps involuntarily, some 
exaggerated and too persistent symptom has come 
to occupy the mind and attention of the patient 
that could be well treated on these principles. 
Proceedings seemingly heroic are often surprisingly 
well borne by delicate persons, as in the following 
case: 

Case i .—A married lady, aet. nearly 45 years, 
had been “ an invalid ” for many years, and had 
taken the baths at Nauheim for cardiac trouble. 
She complained of nervous depression, cobwebs in 
the head, dimness of vision, torpor of the sensorium, 
mental apathy, palpitation, weak digestion, inability 
to walk. With a little persuasion she was taken 
every day in a bath-chair to the douche room and 
given a general douche, with brisk alternations 
| between no° F. and cold. After the bath she was 
encouraged to walk home. Having taken a course 
of this treatment she went to the moors for 
systematic exercise. 

There are in truth many conditions of nervous 
debility for which a highly stimulating surface 
treatment is always the most effectual physical 
remedy. 

(2) Results of Organic Disease: Old Hemiplegia and 
Infantile Paralysis ; Tabes Dorsalis . 

Old hemiplegias and monoplegias are often 
benefited by sub-thermal baths or douches, with 
or without massage. The peculiar effect of sub¬ 
thermal temperatures (between skin and blood heat) 
is seen in these cases in the improvement of the 
circulation and of the general nutrition, and in the 
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relief of pain and spasm. The irritative condition 
that often accompanies paralytic lesions is allayed, 
and muscular power more or less restored. The 
influence of a well-chosen climate may often rein¬ 
force the effect of the baths. Many such patients 
should take their baths under a sedative climatic 
influence. Such may go to Bath or Wiesbaden in 
winter, or Aix-les-Bains or Schlangenbad in the 
summer months. Others will do best under a 
similar treatment in the more tonic, but still 
sedative, climates of Neris, Plombkfres or Strath- 
peffer. Prolonged warm baths, especially in 
natural thermal water (Neris, e.g), combined 
with appropriate exercise and massage, are often 
beneficial in old hemiplegia and infantile paralysis. 
Subthermal baths are also helpful for the lightning 
pains and crises of tabes dorsalis. At Oeynhausen 
in Germany and at the French spas, Lamalou and 
Bourbon d’Archambault, the bath treatment of 
tabes is skilfully combined with methodical muscular 
exercises. 

(3) Neuritis. 

The toxic condition underlying neuritis almost 
always demands internal eliminative and alterative 
treatment. Bath treatments alone are insufficient. 
Therefore a course of diuretic, saline, sulphur or 
muriated waters—Contrexeville, Carlsbad, Marien- 
bad,Strathpeffer, Harrogate, Llandrinod—-should be 
given, according to the general indications. Much 
judgment is requisite in the employment of baths. 
In the early congestive or sub-inflammatory stages 
of neuritis, thermal baths should be carefully 
avoided. Sometimes sedative and subthermal 
treatments may be allowed, as at Bath and Buxton. 
At a later stage more stimulating baths are helpful, 
and especially peat baths, whole or partial, as at 
Marienbad ^nd Strathpeffer. Thermal mud-baths, 
as at Laurvik and Postyen, and applications of fango 
may be given both in brachial and peripheral 
neuritis and in sciatica. For the last-named 
complaint the hot brine baths of Droitwich have 
obtained a good reputation. 

Several of the ordinary hydrotherapeutic measures 
are applicable to neuritis. Subthermal baths may 
be used in the early stages, and the hot and 
alternating douche and local electric radiation 
baths for the more chronic cases. In acute con¬ 
ditions, and in some cases of alcoholic neuritis, 


subthermal baths can with advantage be prolonged 
for several hours daily. 

(4) Neuralgia. 

What has been said as to the need for increased 
elimination in neuritis applies also to many cases 
of neuralgia. It is not uncommon to meet with 
persons in whom the habit of pain, chiefly in the 
head or spine, has become intractable by ordinary 
remedies. Such patients are sometimes the despair 
of their medical attendants. In the French insti¬ 
tutes of hydrotherapy it is customary to treat these 
conditions by the cold spinal douche or by cold 
following heat. Two cases have recently come 
under my own observation illustrating this practice. 

Case 2.—A married lady, set. 53 years, suffered 
from posterior cephalalgia and gastric neurosis, evi¬ 
denced by attacks of vomiting, and also some colon 
irritation for which lavage had been given at Plom- 
bieres. She had undergone many illnesses and led 
an invalid’s life. The neuralgic element was the 
dominant one. This patient showed an unusual 
tolerance for cold, and took with much benefit the 
daily cold spinal douche, prolonged for two and a 
half minutes. 

Case 3.—An unmarried lady, of nervous and 
gouty family history, set. nearly 40 years, com¬ 
plained of megrim of a severe type, spreading 
from the right parietal region to both temples, and 
accompanied by palpitations and throbbing in the 
head, constriction of the throat, dimness of vision 
and sickness, and followed by troublesome defect 
of memory and loss of her natural powers of enjoy¬ 
ment. During many years these attacks resisted 
all the usual remedies, including high-frequency 
currents. A course of spinal douches commencing 
so hot as to cause vivid redness of the skin, and 
then quickly reduced to cold to the limit of 
toleration, has relieved this condition more than 
any previous treatment. 

(5) Neurasthenia. 

Baths and waters provide a useful accessory 
treatment for many cases of neurasthenia, particu¬ 
larly for those of the common and less severe type. 
We are all of us familiar with the varying degrees 
of nervous “disability and inability.” They range 
from brain-fag, the result of overwork and worry, 
at one end of the scale, to a serious acute and 
fulminating neurasthenia and psychasthenia at the 
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other. Numerous sufferers from neurasthenia 
frequent the spas, and often derive benefit from 
spa treatment. But the three weeks’ course of 
waters should always be supplemented by an “ after¬ 
cure,” preferably at a moorland or mountain station. 

1 )oubtless the absence of irritating influences and 
the presence of a refreshing and soothing environ¬ 
ment is the essence of the treatment. Hence the 
change from towns to mountainous regions or to 
the shade and stillness of great forests is so grateful 
and beneficial. I always remember a young 
engineer in India oppressed with labours and 
responsibilities, who, having pierced the mountain 
and completed his scheme of irrigation, fell into 
neurasthenia. He recovered, alter a retreat of 
three or four months in the jungle, stalking tigers 
and sleeping in the open. 

In neurasthenia, which is a condition of debility, 
no advantage can be expected to follow from hot 
baths, which are indeed likely to be injurious. 
Cold hydrotherapy is often appropriate, especially 
the brief cool douche and the cold sitz bath, and 
very hot pediluvia may be given in atonic condi¬ 
tions of the cerebral circulation. The following 
cases may be regarded as typical of severe 
neurasthenia in later life and in early manhood. 
They came under my care many years ago in the 
North of Scotland, and in both of them cool and 
alternating douche baths promoted recovery, to 
which of course absolute rest, the fine air and other 
tonic measures contributed. 

Case 4.— A medical man of a nervous but long- 
lived family, engaged in arduous practice, after the 
death of a relative had a troublesome attack of 
labyrinthine disorder at forty-five. This passed off, 
and he went on fairly well until nearly sixty, when, 
after an accident in the hunting field, he began to 
suffer from severe right-sided headaches and mental 
and nervous depression and insomnia. He rapidly 
lost weight, and was completely incapacitated from 
work. At this time he came under my observation, 
complaining of severe right-sided and vertical 
headache, left tinnitus, occasional staggering, 
insomnia, and burning sensations and perspiration. 
Considering his condition one might have supposed 
he was suffering from serious central or malignant 
disease. The patient, I think very truly, attributed 
the whole illness to toxaemia and a relaxed con¬ 
dition of the sympathetic nervous system. The 
treatment comprised rest, feeding, massage, daily 


hypodermic injections of strychnia rising to 15 
mimims of the liquor, and douche baths. Five 
months later he wrote me that he was back at his 
practice, doing a good deal of surgical and night 
work, and that no one could see that he was 
nervous. He had regained one and a half stones 
in weight, and was sleeping and eating well. The 
tinnitus and some headache however remained 
Again, after five and a half years, set. 66 years, he 
kindly reported to me that he was wonderfully 
well, still at work, rather irritable, nervous and 
restless at times, and still troubled by tinnitus and 
occasional vertigo. He was taking more relaxation 
in hunting and travel, and he added that he found 
1 it best to live very plainly and sparingly, abstaining 
from alcohol, smoking only two cigars and taking 
■ meat but once daily. This experience of an 
1 accomplished member of our profession is unfor 
tunately too common. 

i Case 5.—A man, ret. 35 years, a mining 
I engineer in the booming days of South Africa, 

I where he had spent eighteen strenuous years, 

! suddenly broke down. He had numbness and 
| pain in the right side of his head, neuralgic pains 
in the spine, shoulders, ears and legs, a throbbing 
! sensation at the umbilicus, anorexia, a paper- 
j white tongue, sleeplessness, tremor and complete 
I prostration of the mental and physical powers. Rest, 
feeding, massage, with cool and warm douching, 
i were used for three weeks with good results. 

These records illustrate the irritative type ot 
I neurasthenia. There is also the languid and 
I atonic type, for which a more stimulating hydro 
1 logical treatment is indicated, and for which cold 
and hot douches and brief hyperthermal baths may 
be employed. There is, further, the congestive 
| type, in which an effectual eliminative treatment is 
required. In truth a toxic condition often under¬ 
lies all three forms of neurasthenia, and therefore 
it is that a brief course of waters may properly 
form part of a much longer tonic and recuperative 
treatment. Llandrindod and Strathpeffer both offer 
an appropriate hydrological treatment, combined 
1 with a sedative and tonic climate, favourable in 
I conditions of nervous irritation. The baths of Neris, 

| Schlangenbad and Plombieres are also helpful in 
| this class of cases. 

1 

| (6) Vaso-motor Disorders . 

Disturbances of the fine balance of the vaso-motor 
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system are doubtless present in all nervous dis¬ 
orders, of which, indeed, they constitute an integral 
part. Excessive action—vaso-motor constriction 
and deficient aciion—vaso-motor dilatation, appear 
to be attributable not only to affection of the vaso¬ 
motor centres, but to disturbances of the peripheral 
nerves. Whether the vaso-motor centres or the 
peripheral mechanism be at fault, the result is seen 
in an irregular distribution of the blood and increase 
or diminution of blood-pressure. These phenomena 
are often confined to particular areas. What has 
been called by Solis Cohen “ vaso-motor ataxia ” 
underlies many of the symptoms of neurasthenia, 
and may be one of the elements in the causation 
of neuralgia and neuritis. We recognise constrictor 
and dilator states. Areas of vascular dilatation 
may co-exist with areas of arterial constriction, as 
in migraine. It is to vaso-motor insufficiency that 
we must attribute the chilblains and “beafsteak 
hands ” of our younger patients, as well as vascular 
crises of many kinds, and probably also angio¬ 
neurotic oedema and Raynaud’s disease in its 
occasional severe and frequent larval forms. 

There is no treatment to which the many and 
varied forms of chronic vaso-motor disorder are so 
amenable as hydrotherapy. By plus or minus thermal 
stimulation we can relax or contract the entire 
vascular system at will. Experience shows that 
repeated stimulation of this kind produces a 
cumulative and lasting effect. Many atonic and 
spastic conditions respond to appropriate reiterated 
impressions. 

It has long been observed that young subjects 
of gouty family sometimes exhibit a chronic con¬ 
traction of the peripheral vessels, associated with 
internal congestions and catarrh. This is probably 
a toxic vaso-motor affection. 

Case 6 is typical of many in which highly 
stimulating baths are helpful. A young lady, set. 
29 years, of gouty and nervous descent, had 
suffered from congestion of the lungs, and recently 
from menorrhagia. She was stout, anaemic, and a 
victim to frequent catarrhs. The circulation in 
the skin was always defective. She complained of 
sensations of chilliness like cold water or ice upon 
the body, and muscular stiffness and pains. This 
patient was treated with hyperthermal baths, rising 
one degree every day to 115 0 F., and two to three 
minutes in duration. 

Case 7.—A married lady of gouty family, set. 45 


years, had suffered for # many years from indigestion, 
constipation, headaches and occasional quinsies. 
Her chief complaints were “poor circulation,” 
flushing and redness of the nose and hands, and 
catarrhs. Slight exposure to cold produced a painful 
sensation of chilliness, and blotchy erythemas were 
common. The organs were healthy, the blood- 
pressure low. This patient derived much advantage 
from hyperthermal baths at her own home during 
two winters from 112 0 to 115 0 F. Evian water 
was also taken as an eliminant. These baths may 
sometimes, in cases of poor circulation, be pushed 
to 118° or 120 0 F. with good results. The brief 
immersion (one to two, or at most two and a half 
minutes) gives time for the primary stimulant 
effects of heat, but not for the later reaction and 
debility. 

There are many cases of contracted circulation 
in older subjects accompanied by high blood- 
pressure in which the chief indication is to open 
up the cutaneous vessels. This can sometimes be 
effected by hot pediluvia, and sometimes by brief 
thermal, or by more prolonged subthermal, baths; 
Many spastic conditions, such as vaso-motor angina 
and spastic dysmenorrhcea, can be similarly relieved 
by baths that restore the normal distribution of the 
blood by inviting it to the surface. Marked benefit 
in some cases of high arterial pressure and in the 
slighter forms of angina may result from prolonged 
subthermal baths, as at Leukerbad. 

Hydrological treatment is also of advantage in 
the contrary condition of defective tone. At the 
middle period of life, in men as well as in women, a 
certain climacteric disturbance may manifest itself 
in many ways. Heats and flushings and erythema 
and various vascular crises are common in women, 
and neurasthenia, often with labyrinthine dis¬ 
turbance, in men. There may be also in both 
sexes a degree of thyroidism running on to Graves's 
disease in women. Cooling hydrotherapy has an 
undeniable controlling power in these paretic 
vaso-motor conditions. It may, according to indi¬ 
vidual indications, be employed at home, or at 
bracing climatic stations, or at spas, preferably in 
the mountains or in northern latitudes. A course 
of cooling baths in a northern latitude, with a 
restful and open-air life, have often proved of 
benefit in cases of Graves’s disease. 

October 2nd, 1911. 
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